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SPONTANEOUS cerebellar hemorrhage is not com- 
mon, which probably explains why it has not 
received much attention in most accounts of 
intracranial hemorrhage. The onset usually oc- 
curs with catastrophic abruptness and rapid pro- 
gression is likely to take place so that the 
diagnosis is rarely made during life. However, 
since the occasional case has proven amenable 
to surgical treatment, it is possible that more 
patients could be saved if there was general 
awareness of the etiological factors and clinical 
manifestations of a hemorrhage in this situation. 

The reports in the literature have usually been 
confined to individual cases described because 
of their rarity. Friedman and Nielsen (1941) 
reported 10 cases and concluded that it was not 
feasible to define one syndrome for the condi- 
tion since so many variable factors influence the 
clinical picture. They considered the causes to 
be: cerebral arteriosclerosis, syphilis, diabetes, 
acute infectious processes, alcoholism, epilepsy 
and aneurysms. 

Mitchell and Angrist (1942) collected 109 
cases from the literature and added 15 of their 
own. Their analysis showed that the majority 
of cases occur in the older age group and that 
coma is the most prominent symptom, the ma- 
jority of patients dying within 24 hours because 
of the proximity of the hemorrhage to the brain- 
stem. They found that hypertensive cardio- 
vascular disease was the most common cause 
with cerebral arteriosclerosis and myelogenous 
leukzemia less common causes, They state that 
cerebellar hemorrhage occurs under similar cir- 
cumstances to hemorrhage elsewhere in the 
- brain and that it is not really a rare lesion, since 
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they found its incidence as compared with 
hemorrhage into the cerebral hemispheres to be 
proportionate to the weight of the structures in- 
volved, namely 12%. 

Siris and Beller (1948) have discussed the 
surgical treatment, citing one case where the. 
clot was successfully evacuated. They point out 
the relative rarity of pre-mortem recognition of 
the condition but they believe that the demon- 
stration of symmetrically enlarged ventricles by 
ventriculography, in patients who survive the 
initial critical period, should lead to more fre- 
quent successful surgical treatment. Dickmann 
and Zimmann (1949) have also reported a case 
successfully treated by evacuation of the clot. 


TABLE I. 





SPONTANEOUS CEREBELLAR H#&MORRHAGE 
1930 - 1952 


Etiology Etiology 


verified snowed Total 

Ser vascular 

ee 16 0 16 
Angiodaiaains 

malformation........ 4 8 

(1 survivor) 

Blood dyscrasias........ 5 5 
During operation........ 0 1 
Septic meningitis........ 1 0 1 
Methy! salicylate 

EON... Se snk 1 0 1 

27 5 32 





During the 20 year period from 1932 to 1952 
there have been 32 verified cases of non-traumatic 
cerebellar hemorrhage at the Toronto General 
Hospital (Table I). This series is larger than 
those previously described and the conditions 
found associated with the cerebellar hzmor- 
rhages are of some interest, since they differ in 
certain respects from those suggested by others. 
Thirty-one of these cases were verified at 
autopsy; one patient survived, the blood clot in 
the cerebellum having been evacuated at opera- 
tion. Hypertensive cardiovascular disease was 
responsible in 50% of the verified cases. Less 
common associated conditions were angiomatous 
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Fig. 


1.—Coronal section of brain to show a large intracerebellar hemorrhage which had 
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ruptured into the 4th ventricle and spread through the aqueduct to fill the 3rd ventricle. 


Hypertension. Death in three days. 





Fig. 2 


Fig. 2.—A massive intracerebellar hemorrhage is seen which has ruptured through the 
cortex to extend into the subarachnoid and subdural spaces. Hypertension, Death in three days. 
Fig. 3.—This large hemorrhage has remained confined to the cerebellar hemisphere except 
for —— extension to the lateral recess of the 4th ventricle. Hypertension. Patient survived 
for ays. 


malformations and blood dyscrasias. There was 
a miscellaneous group of three in which the 
hzemorrhages developed during septic meningitis, 
a surgical operation, and after the ingestion of 
a poison respectively. In three of the fatal cases 
and in the non-fatal case the underlying lesion 
was not found but these patients were all young 
and it is believed that the most likely explana- 
tion for the hemorrhage in each of these four 
cases was a small angiomatous malformation of 
the venous type which escaped recognition at 
autopsy. 

During this same period of 21 years the 
autopsy records at the Toronto General Hospital 


Fig. 3 


showed a total of 630 cases of massive non- 
traumatic hemorrhage into the brain. Of these 
543 were found in the cerebral hemispheres, 61 
in the brain-stem and 31 in the cerebellum. This 
indicates that in our cases the proportion of spon- 
taneous hemorrhage into the cerebellum, as 
compared with the rest of the brain, is about 5%. 
The fact that hemorrhage into the brain-stem 
exceeds cerebellar hemorrhage by almost two to 
one does not support the opinion of Mitchell and 
Angrist that the incidence of hemorrhage at a 
particular site is entirely a matter of relative 


weights of the structures involved. 
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PATHOLOGICAL OBSERVATIONS 


The hemorrhages were situated in one or 
other cerebellar hemisphere in most cases, al- 
though there were a few which arose in the 
vermis. In the 31 autopsy cases there were only 
nine in which the hemorrhage remained confined 
to the cerebellum. In 15 instances rupture into 
the 4th ventricle had taken place, in five the 
hemorrhage had extended through the cortex 
into the subarachnoid or subdural spaces and 
in two the blood had escaped both through the 
cortex and into the 4th ventricle. Varying degrees 
of acute internal hydrocephalus were common, 
often associated with small subependymal 
hemorrhages. The usual point of obstruction 
causing dilatation of the lateral and 3rd ven- 
tricles was at the junction of the aqueduct with 
the 4th ventricle. Cerebellar pressure coning was 
present in several severe cases. Fig. 1 shows a 
cerebellar hemorrhage which had _ ruptured 
massively into the 4th ventricle and spread 
through the aqueduct to fill the 3rd ventricle. 
The patient, with long-standing hypertension, 
died three days after the onset of symptoms. 
lig. 2 shows a hemorrhage in a man with hyper- 
tension which ruptured through the cortex of 
the cerebellar hemisphere, extending massively 
into the subdural space. This patient also died 
three days after the onset. By contrast with these 
two cases of rapid death, Fig. 3 shows the 
hemorrhage in a hypertensive man who sur- 
vived for 18 days, being conscious most of that 
time. It will be noted that the hemorrhage has 
remained confined to the cerebellar hemisphere 
except for a slight extension to the lateral recess 
of the 4th ventricle but there was no massive 
intraventricular hemorrhage. 

Certain of the clinical and pathological find- 
ings peculiar to the various etiological groups 
will now be considered, and there will follow a 
description of the symptomatology in the cases 
of cerebellar hemorrhage as a whole. 

Cerebellar hemorrhage associated with hyper- 
tension.—The commonest associated .condition 
was hypertensive cardiovascular disease; this 
corresponds with the findings of Mitchell and 
Angrist (1942). The autopsy findings in all 16 
cases corroborated the clinical diagnosis of 
hypertension. This was the only group with a 
significant sex preponderance, there being 14 
males. The ages varied between 30 and 89, with 
an average age at death of 60. A clear history of 
previous cerebrovascular accidents was obtained 
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in only four patients, although in several other 
instances there was a history of progressive 
symptoms such as personality change, intel- 
lectual impairment, or debility, antedating the 
onset of the cerebellar haemorrhage. 

Examination of the brain showed consistent 
gross arteriosclerotic changes in the basal vessels, 
notably the basilar artery. Microscopic examina- 
tion showed the walls of the arterioles to be 
thickened and degenerated. These changes were 
sometimes found to be most severe in the cere- 
bellar tissue adjacent to the haemorrhage but 
they were usually evident elsewhere in the brain 
as well. Small healed lesions representing previ- 
ous vascular accidents were found in the hemi- 
spheres in seven of the cases. 





Pa a oe ae 2 a as sista 
Fig. 4.—Shows a large angiomatous malformation, 


mainly venous, in the cortex and white matter of a 
cerebellar hemisphere with associated intracerebellar 
hemorrhage. 


Cerebellar hemorrhage due to angiomatous 
malformations.—There were eight cases where an 
angiomatous malformation was considered to be 
the source of the cerebellar hemorrhage. The 
ages varied from 12 to 34, the average age being 
19. In four, angiomatous malformations, mainly 
venous in type, were demonstrated at autopsy, 
the lesions being in the deep white matter of 
one cerebellar hemisphere in two, in the cortex 
and white matter of a hemisphere in one, and 
in the centre of the vermis in one. Three of 
these patients were in excellent health prior to 
the sudden onset of the hemorrhage, and no 
precipitating factor or associated condition 
existed. The angiomatous malformations in these 
three cases were all large, consisting mainly of 
thin-walled veins of varying sizes. Fig. 4 illus- 
trates the lesion in one of the cases. In the fourth 
case the venous angiomatous malformation was 
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small, requiring histological verification, and 
this was the only case in the whole series where 
the cerebellar hemorrhage was slight and not 
a significant factor in the illness. In the fifth 
case (Fig. 5), death occurred during the course 
of a septic meningitis a few minutes after the 
patient’s head was flexed to test neck rigidity. 
Autopsy showed that the medulla had been 
compressed by an abnormally mobile odontoid 
process which was the result of a long-standing 
atlanto-axial dislocation. 
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dull aching pain in the occipital region. Coincident with 
the development of this pain, he noted unsteadiness on 
his feet with a tendency to stagger in walking. The 
symptoms persisted with the exception of the dysarthria 
and clumsiness of the right hand which improved in the 
week before admission. — 

On examination he complained of increased pain when 
his neck was flexed. His speech was slightly slurred. | 
There was nystagmus on lateral deviation of the eyes, 
most marked on looking to the right. There was no 
weakness or alteration of tone in the extremities but he 
showed gross incoordination of the right upper limb 
with intention tremor on voluntary movement, rebound 
phenomenon and marked defect in performing rapid 
repeated movements. When he was lying down, cere- 
bellar tests showed only slight incoordination of the 
right leg but on walking he was markedly ataxic with 
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Fig. 5.—Shows a small venous angiomatous malformation deep in the substance of the 
cerebellum with slight hsemorrhage. The patient’s death was due to compression of the medulla 
by an abnormally mobile odontoid process resulting from an old atlanto-axial dislocation. 


In the other four patients the underlying lesion 
was not verified. They were all healthy young 
adults with no other evident cause for the cere- 
bellar hemorrhage. It is considered that the most 
likely explanation in these four cases is that the 
hemorrhage originated from a small congenital 
lesion similar to those seen in Figs. 5 and 8. 
When small lesions such as these give rise to 
massive hemorrhage they can easily escape 
recognition at autopsy or operation. 

There follows the history of one of these four 
unverified cases in which small angiomatous mal- 
formations are believed to have been responsible 
for the hemorrhages. Since this patient is the 
only survivor in the series, the history is reported 
in some detail. 


D.L., age 26, house-painter, was admitted to the 
Toronto General Hospital on December 8, 1952, with 
complaint of slurred speech which developed suddenly 
two weeks before on awakening in the morning. Three 
days later his right hand became clumsy and he was 
unable to write properly. He continued at work, but 
four days before admission he, became nauseated and 
vomited several times. Subsequently he experienced a 





a tendency to fall to either side. There was no impair- 
ment of superficial or deep sensation. The tendon re- 
flexes and siceniael reflexes were all present and equal, 
the plantar reflexes flexor. Auscultation of the skull re- 
vealed no bruit. 

Radiographs of the chest and skull were negative. The 
cerebrospinal fluid pressure was 80 mm. of water. The 
fluid contained 3,600 red cells per c.mm. total protein 
122 mgm. %. An electroencephalogram showed a diffuse 
dysrhythmia compatible with an expanding lesion in 
the cerebellum. Myodil ventriculography was carried 
out and showed a forward displacement of the aqueduct 
and a deformity in the right side of the roof of the 
fourth ventricle. 

It was thought probable that he had a cerebellar 
tumour, and the posterior fossa was exposed. A- blood 
clot was found in the medial and anterior part of the 
right cerebellar hemisphere, extending into the vermis. 
This was evacuated and no evidence of tumour or other 
abnormality was seen. Vertebral arteriography was done 
subsequently in the hope of finding the source of the 
hzemorrhage. Unfortunately the vessels in the substance 
of the cerebellum were not visualized, but it is» con- 
sidered probable that a small venous angiomatous mal- 
formation exists deep in the right cerctclies hemisphere. 

Following operation the patient made excellent pro- 
gress and was discharged from hospital one month after 
admission, showing only some incoordination of the 
right upper limb and slight unsteadiness of gait. 


Cerebellar hemorrhage with blood dyscrasias. 
—There were five patients with blood dyscrasias, 
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their ages varying from 19 to 34 years. Three of 
these patients had acute or subacute myeloid 
leukemia, one had chronic lymphatic leukemia 
and one had thrombocytopenic purpura. In all 
five cases the only massive hemorrhages found 
at autopsy were intracranial and in four these 
consisted, solely of hazmorrhage into the cere- 
bellum. In the four leukemic cases leukemic in- 
filtration of the various organs was found and in 
three of these it was the pathologist’s opinion 
that leukemic infiltration of the cerebellum 


pectin neat a cin ins 


existed in the region of the cerebellar hemor- 
rhage. In each instance the symptoms of the 
hemorrhage developed suddenly while the pa- 
tient was in hospital being treated for leukzemia, 
and death ensued rapidly. 

The case of thrombocytopenic purpura is of 
special interest since the duration of symptoms 
was extremely short before death resulted from 
cerebellar hemorrhage. 


A boy, aged 19, developed an upper respiratory in- 
fection six days before death and petechiz were ob- 
served on the tongue and legs. Blood examination re- 
vealed findings characteristic 
pees Ten hours before death he complained of severe 

eadache and vomited. He rapidly became comatose 
and was admitted to hospital where he had Cheyne- 
Stokes respirations and a gallop cardiac rhythm. There 
was a generali lymphadenopathy and _ generalized 
petechial hemorrhages with blood in the urine. The 
respirations ceased suddenly but the heart continued 
to beat and artificial respiration was maintained for 
seven hours. 

At autopsy generalized petechize and ecchymoses were 
found in the various organs. Fig. 6 shows the massive 





of thrombocytopenic . 
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hemorrhage in the posterior half of the right cerebellar 
ae which had ruptured into the fourth 
ventricle. 


Miscellaneous group.—There remains the 
group of three cases, in each of which massive 
cerebellar haemorrhage occurred coincidentally 
with some other condition. The first patient, a 
man aged 65, was suffering from a staphylococcal 
meningitis secondary to middle ear disease. 
While being treated in hospital he suddenly 
became unconscious and died the following day. 





Fig. 7 

Fig. 6.—Shows a massive hemorrhage in a cerebellar hemisphere extending into the 4th 
ventricle, in a patient with thrombocytopenic purpura. Fig. 7.—Shows a massive hzemorrhage 
in the region of the vermis of the cerebellum in-a patient who took a large dose of methyl 
salicylate, with suicidal intent, six hours before death. 


At autopsy there was a purulent meningitis at 
the base and over the vertex of the brain, but no 
purulent exudate was found in the region of the 
large cerebellar hemorrhage. The second patient 
was an otherwise healthy young man who failed 
to regain consciousness for many hours after 
operation for an extruded intervertebral disc in 
the lumbar region. When consciousness was re- 
gained there was severe headache and vomiting. 
The following day he was semi-comatose and 
respirations suddenly ceased. Autopsy showed a 
massive hemorrhage in the left cerebellar hemis- 
phere which had ruptured into the fourth ven- 
tricle. There was also a small hemorrhage of the 
same age in the posterior part of the left frontal 
lobe. In this case cerebral anoxia was presumed 
to be responsible for arterial damage leading to 
the hemorrhage, but no drop in blood pressure 
had been recorded during the operation. The 
third case was that of a very depressed woman, 
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aged 47, who had been in hospital for attempted 
suicide with barbiturates four months previously. 
On the day of her death she took an unknown 
quantity of methyl] salicylate and died in a 
shocked, acidotic state six hours later. Autopsy 
revealed severe congestion of all her organs, and 
these smelled of oil of wintergreen. An unex- 
pected finding was massive hemorrhage into the 
vermis of the cerebellum (Fig. 7). The cerebral 
blood vessels appeared normal. 


SYMPTOMATOLOGY 


An analysis of the symptoms and signs is pos- 
sible in 30 of the 32 cases. The two exceptions 
are the case of the woman who died rapidly from 
methyl salicylate poisoning, the cerebellar 
hemorrhage being only a contributory factor, 
and the case where the cerebellar hemorrhage 
from an angiomatous malformation was very 
small and incidental, death occurring from 
another cause. The symptomatology in the 30 
cases analysed did not differ significantly in the 
various etiological groups. In most instances the 
onset was dramatically sudden, progressing 
rapidly to a fatal termination (Table II). Death 
occurred within two hours in three cases and 
within 24 hours in another 11 cases. There were 
only five patients who survived longer than a 
week after the onset. 


TABLE II. 





SPONTANEOUS CEREBELLAR H4@SMORRHAGE 
(30 VERIFIED CaASsEs) 
DURATION FROM ONSET TO DEATH 





2- 24 1-7 Over 7 


2 hours 
or less hours days days 
No. of cases... ... 3 1] 11 5 


(1 survivor) 





A history of the symptoms at the onset was 
obtained in 26 cases, often from relatives or 
friends (Table III). The commonest initial 
symptom was a sudden severe pain localized to 
the occiput and back of the neck which was 
soon accompanied by nausea, vomiting and col- 
lapse. In a few cases the headache was gen- 
eralized and in two instances it was mainly 
frontal, possibly the result of the internal hydro- 
cephalus that may occur acutely in these cases. 
Mental confusion, screaming and _ irrationality 
were amongst the first symptoms in seven cases. 
Symptoms at the onset indicating the site of the 
hemorrhage were infrequent, apart from the 
situation of the pain. A poorly described sensa- 
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tion of dizziness was an early complaint in six 
instances, but in only five cases was there a 
history of symptoms at the onset suggesting 
cerebellar localization, such as ataxia, dysarthria, 
or incoordination of a limb. 


TABLE III. 





SPONTANEOUS CEREBELLAR HASMORRHAGE 
(30 VERIFIED CASES) 


Symptoms at onset 





No. of cases 
Sudden severe pain in head, usually 
RES a reerr 
a al ch ihe bk Wat 
Mental confusion and irrationality........ 
RII os iis es pie ee eae Na oe wes 
Symptoms suggesting cerebellar localization 
Collapse with unconsciousness. ........... 
Hemiplegia 
I os pat SUL Ie cali sae ae cle ch whe kns th G 
Pulmonary cedema 





— ee 


See NOONE 





The findings on examination in hospital are 
shown in Table IV. On admission to hospital 22 
patients were semiconscious or unconscious and 
two of these died immediately, Next to loss of 
consciousness, the most frequent finding was a 
disturbance of respiration noted in 15 patients. 
This consisted usually of slow laboured respira- 
tions, often becoming Cheyne-Stokes in type and 
accompanied by cyanosis. Pulmonary oedema 
was a terminal event in two instances. Death was 
usually from respiratory failure, and in a number 
of cases the heart continued to beat strongly 
after respirations ceased, so that artificial respira- 
tion was maintained for varying periods. 

Pupillary changes were the next most con- 
stant finding. Ten had small fixed pupils, one 
had widely dilated pupils and one had unequal 
pupils that reacted sluggishly to light. Disorders 
of ocular movement were found in eight cases. 
In three there was a frank strabismus. Spas- 


TABLE IV. 





SPONTANEOUS CEREBELLAR H@&MORRHAGE 
(30 VBRIFIED CASES) 











Findings on examination 


Semiconscious or unconscious............. 22 
Respiratory disturbance.................. 15 
PU I ns rin 5 5 ol bees he's vane 12 
Disorders of ocular movement............ 
Flaccid quadriplegia..................... 

Signs of cerebellar deficit................. 
Spastic quadriplegia....:....../.......... 
Sine IN 5 ora tb rk ge ls 
Flaccid hemiplegia.............. eines Cs 
Involuntary movements.................. 
Cerebrospinal fluid (14 cases) 

CUE Gece oS oe eee ve wee Rok - 10 
Aanthochromic fluid.............46..88-. 2 
Ce OS es A Ss Pee ees 2 


m bobo Wo NI OO 
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modic conjugate deviation of the eyes was ob- 
served in five cases, the deviation being usually 
upward and to the side opposite the lesion. 
_Paralytic involvement of the limbs was found 
in 14 patients. In seven there was a flaccid quad- 
riplegia with diminished or absent tendon re- 
flexes and bilateral up-going toes. Three showed 
a spastic quadriplegia, one being in a state of 
decerebrate rigidity. A hemiplegia or hemiparesis 
with evidence of increased tone was found in 
two cases and in another two there was a flaccid 
hemiplegia with reduced or absent reflexes, In 
these four cases the hemiplegia was on the side 
opposite to the cerebellar hemisphere in which 
the hemorrhage originated, indicating compres- 
sion of the homolateral pyramidal fibres in the 
brain-stem by. the expanding cerebellar lesion. 
When quadriplegia develops the distortion of the 
brain-stem has presumably advanced to cause, 
in addition, compression of the, contralateral 
cerebral peduncle against the free edge of the 
tentorium. 

Only nine of the patients were sufficiently 
conscious to co-operate during examination and 
of these six had signs indicating cerebellar in- 
volvement. Dysarthria was present in five, and 
three showed nystagmus which was most marked 
on deviation of the eyes to the side of the lesion. 
In only two was a cerebellar type of incoordi- 
nation demonstrated in the limbs. Involuntary 
movements of any kind were ;seen in only one 
patient, who showed curious choreo-athetoid 
movements of the hands and feet. There were 
no patients with the tonic spasms known as 
“cerebellar fits”. 


COMMENT 


It is fortunate that spontaneous cerebellar 
heemorrhage is a rare condition, accounting for 
only 5% of spontaneous hemorrhages into brain 
substance, since it is often rapidly fatal and diffi- 
cult to diagnose. The most common associated 
condition is hypertensive vascular disease, which 
is present in the majority of cases in the older 
age group. When cerebellar hemorrhage occurs 
in this disease it is frequently the first significant 
intracranial manifestation. The hemorrhages in 
hypertensive cases arise usually in the region of 
the dentate nucleus in one hemisphere. Cere- 
bellar hemorrhages from other causes may start 
anywhere in the hemispheres or vermis. In most 
cases, regardless of cause, the hemorrhages tend 
to spread rapidly, leading to compression and 
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distortion of the brain-stem which is often ac- 
companied by acute internal hydrocephalus. 
Rupture into the 4th ventricle, or less frequently 
through the cortex into the subarachnoid or sub- 
dural space, usually precedes death. In some 
instances bleeding may stop temporarily while 
the hemorrhage is still small and before rupture 
takes place. In such an event, the patient may 
survive for days or even several weeks, when 
death is likely to occur from a-severe recurrence 
of haemorrhage. 

Angiomatous malformations account for the 
majority of spontaneous cerebellar hemorrhages 
occurring in the younger age group, blood dys- 
crasias being the next most common cause. The 





Fig. 8.—A small venous angiomatous malformation is 
seen deep in the substance of the right cerebellar hemis- 
phere. This lesion was an incidental finding at autopsy. 


angiomatous malformations giving rise to cere- 
bellar hemorrhage are usually situated deep in 
a hemisphere or in the vermis of the cerebellum, 
although they may extend to the cortex. Heemor- 
rhage is likely to be the first indication of the 
presence of these congenital lesions when they 
exist in the cerebellum. Their size varies but 
they consist mainly of thin-walled veins, usually 
without evidence of the development of arterio- 
venous communications. When cerebellar hzmor- 
rhage occurs in an otherwise healthy young 
person an angiomatous malformation is the most 
probable explanation. However in this series 


' there were four such cases in which the under- 


lying lesion was not demonstrated. The explana- 
tion may be that the lesions were so small they 
escaped recognition or else they had been com- 
pletely destroyed by the force of the massive 
hemorrhages. In addition to the case described 
above where a small angiomatous malformation 
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with only slight haemorrhage was found at 
autopsy (Fig. 5), we have recently seen an- 
other case with a similar small lesion deep in 
the cerebellum which was unruptured and an 
incidental finding at autopsy (Fig. 8). When 
small lesions such as this give rise to massive 
hzemorrhage, it can be assumed that it will be 
extremely difficult or impossible for the path- 
ologist to identify them. 

During the course of a blood dyscrasia hemor- 
rhages may be found in any organ and they 
are frequently multiple, but it is of interest 
that in four of the five cases of this series 
the only massive internal hemorrhages were 
in the cerebellum, The one exception, a case 
of acute myeloid leukemia, showed also a 
less massive hemorrhage in the right lateral 
wall of the third ventricle. Occasionally an 
intracranial catastrophe occurs early in the 
course of a blood dyscrasia and other evidences 
of the underlying disease may not always be 
very conspicuous. Our patient with thrombo- 
cytopenic purpura developed cerebellar hzmor- 
rhage within a few days of the onset of symp- 
toms. Therefore it is always necessary to rule 
out the possibility of a blood dyscrasia when a 
young person presents with signs of hemorrhage 


in the posterior fossa. ° 


While hypertensive vascular disease, angio- 
matous malformations and blood dyscrasias ac- 
count for the majority of cases of spontaneous 
cerebellar hemorrhage, it can occur as a-compli- 
cation of serious disorders of a widely diverse 
nature. In this series it occurred as a complica- 
tion in a case of septic meningitis, in a case of 
presumed cerebral anoxia and in a case of 
methyl salicylate poisoning. In these three cases 
we are unable to say what determined the site 
of the cerebellar hemorrhage, but possibly some 
underlying vascular lesion existed in each case 
which led to hemorrhage when the patient was 
exposed to a severe cerebral or generalized dis- 
order. 

With a few exceptions, spontaneous cerebellar 
hemorrhage manifests itself with dramatic 
suddenness and progresses rapidly to death. 
This is not surprising in view of the proximity 
to the brain-stem which will be involved early by 
the expanding cerebellar lesion. The effects of 
distortion of the brain-stem are often augmented 
by rupture of the hemorrhage into the 4th 
ventricle. Consciousness is usually lost soon after 
the onset, and the findings on examination in the 


Canad. M. A. J. 
Oct. 1954, vol. 71 


majority of cases are those of impaired function 
of the brain-stem, including respiratory disturb- 
ance, quadriplegia or hemiplegia, pupillary 
changes and disturbances of ocular movements. 

Neurological findings clearly localizing the 
lesion to the cerebellum, as distinct from a 
primary vascular lesion in the brain-stem, are 
not conspicuous in the great majority of cases. 
Occasionally bleeding may be slow or may stop 
while the hemorrhage is still small and con- 
fined to the cerebellum. In such cases brain-stem 
function is not grossly impaired and a pre- 
dominance of signs of cerebellar deficit leads 
to correct localization, as happened with one 
patient in our series. In this case successful surgi- 
cal removal of the clot was carried out-after con- 
firmation of the localization had been obtained 
by ventriculography. Other cases might have 
been diagnosed with the aid of ventriculography 
and treated surgically had the lesion been sus- 
pected. For this reason the possibility of 
cerebellar hemorrhage should always be con- 
sidered when a patient presents with the abrupt 
onset of signs suggesting a hemorrhage originat- 
ing in the posterior fossa, even if the findings 
point mainly to involvement of the brain-stem. 


SUMMARY 

Thirty-two cases of verified spontaneous 
cerebellar hamorrhage are reported. The 
hemorrhages are found most commonly in one 
or other cerebellar hemisphere but they may 
arise in the vermis. In many instances, rupture 
into the 4th ventricle takes place and less fre- 
quently into the subarachnoid or subdural spaces. 
Acute internal hydrocephalus is likely to develop 
early in cases where the hemorrhage is severe. 

In older patients hypertensive vascular disease 
is the commonest cause, while in the younger 
age group angiomatous malformations and blood 
dyscrasias are usually responsible. Angiomatous 
malformations are the likely cause when cere- 
bellar hemorrhage occurs in otherwise healthy 
young people but the lesions may be small and 
escape recognition at autopsy or operation in 
the presence of massive hemorrhage. Occasion- 
ally at any age cerebellar hemorrhage may oc- 
cur as a complication of a severe cerebral or 
generalized disorder. 

Consciousness is usually lost early and death 
is likely to occur rapidly, due to the effect of the 
expanding cerebellar lesion on the brain-stem. 
This effect is increased if the hemorrhage has 
extended into the 4th ventricle. 
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In many cases the neurological manifestations 
do not clearly indicate cerebellar localization 
and the predominant signs may be those of 
brain-stem involvement. In such cases ventricul- 
ography is necessary for correct localization. 

When a cerebellar hemorrhage is slow in de- 
velopment and signs of cerebellar deficit pre- 


dominate, the lesion is not difficult to localize. - 


In one such case the site was confirmed by 
ventriculography and successful surgical evacua- 
tion of the clot was followed by recovery. In 
certain other patients with less clearly defined 
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localizing signs and no evidence of underlying 
disease, the condition might have been correctly , 
diagnosed and treated, had the possibility of 
cerebellar hemorrhage been considered. 


We wish to express our thanks to Professor E. A. 
Linell for allowing us free access to the records in the 
Department of Neuropathology. 
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THE NATURAL HISTORY OF 
MITRAL STENOSIS* 


J. K. WILSON, M.B.t and 
W. F. GREENWOOD, M.B., Toronto 


EXPERIENCE GAINED over the past six years in 
many medical centres has shown that a success- 
ful surgical treatment for mitral stenosis is now 
available. Certain patients severely disabled from 
the effects of this mechanical obstruction to their 
circulation can be remarkably improved by 
splitting or cutting the mitral valve commissures. 
This surgical achievement has thrown a respon- 
sibility on the shoulders of the physician who 
advises the patient regarding operation. The 
mere presence of mitral stenosis is not sufficient 
indication for the operation. The decision for or 
against surgery is a serious one. It should be 
based on three considerations: (1) the prognosis 
without operation; (2) the prognosis with opera- 
tion; (3) the risk of operation. The present 
mortality in Bigelow’s’ series at the Toronto 
General Hospital is 10% in 150 cases. In well 
selected patients, in whom the disease is not too 
far advanced, the immediate mortality should be 
about 5%. The long term outlook following 
operation is not yet known but, in most cases 
followed up for up to four years, improvement 
which is often dramatic has been maintained. 
This study was undertaken in an attempt to 
further our knowledge of the prognosis in this 
disease without operation. 


*From the Department of Medicine, University of Toronto, 
and the Medical Service, Toronto General Hospital. 
This work was aided by a grant from the Ontario Heart 
Foundation. 


mee ng Research Fellow, National Research Council, 
anadna, 


MATERIAL AND METHODS 


The records of all patients with mitral stenosis 
admitted to the public wards of the Toronto 
General Hospital between 1937 and~ 1941, in- 
clusive, were reviewed, After excluding the cases 
in which there was disagreement as to the diag- 
nosis, 194 records were available for analysis. 
Many of the patients were in the terminal stages 
of their disease between 1937 and 1941 and died 
during that period. Many others were followed 
up through several subsequent admissions or 
were in regular attendance at the Cardiac Clinic. 
Many had not been seen for several years but 
most of them were traced and, as a result, 171 
of the original 194 cases were followed up either 
to death or to the present time, giving a com- 
plete follow-up of 88%. These 171 cases form the 
material for this study. 

Since 1937, 120 patients have died and 51 are 
known to be alive. Thirty-nine of the survivors 
were seen and examined by the authors while 
information on the remaining 12, most of whom 
were living out of the city, was obtained by 
means of questionnaires or contact with the pa- 
tient’s doctor or relatives. Records of admissions 
to other hospitals, either before or after ad- 
mission to the Toronto General Hospital, were 
examined and the family doctor was consulted 
when necessary in order to ascertain as ac- 
curately as possible the time of onset of certain 


_ manifestations of the disease. 


Seventy-six per cent of the group were women. 
This unusually high proportion is probably due 
to the fact that several of the patients were ad- 
mitted for obstetrical or gynzcological reasons. 
When first seen 82% were between the ages of 
25 and 55, the youngest patient being 14 and the 
oldest 70 years of age. 
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In 153 of the patients (89%) the mitral valve 
.alone was affected, 93 having a mitral diastolic 
murmur only and 60 having a mitral systolic 
murmur as well. Thirteen had significant aortic 
valve disease, four had tricuspid disease, and one 
had an atrial septal defect. Significant aortic 
valvular disease was considered to be present 
only when an aortic diastolic murmur was ac- 
companied by increased pulse pressure or when 
a loud aortic systolic murmur was present and 
propagated into the neck vessels. 

Generally speaking, the presence of aortic 
valvular disease or of a mitral systolic murmur 
did not alter the course of the disease. 

Stages in the course of mitral stenosis—The 


course of mitral stenosis may be divided into ‘ 


five stages, as classified in Table I. The disease 


TABLE I. 


STAGES IN THE CouRSE OF MITRAL STENOSIS 








Stage I. 
Stage II. 
Stage IIT. 
Stage IV. 
Stage IV. 


Active disease. 

Latent or asymptomatic disease. 
Slight cardiac disability. 

Severe pulmonary congestion. 
Right heart failure. 


usually begins between the ages of four and 15, 
with the greatest frequency of onset between the* 
seventh and eighth years. Up to the time of 
puberty recurrences of active disease are com- 
mon,* and death is not uncommon during this 
first stage.*: * If the patient survives the first stage 
then, depending on the degree of cardiac damage 
sustained, he follows one of two courses: if the 
heart is severely damaged, he may pass from 
Stage I to Stage III or beyond; those with less 
severe disease or no obvious cardiac involvement 
pass into Stage II in which they are asympto- 
matic. As time goes on many begin to experience 
slight cardiac disability. The length of Stage II 
and Stage III varies considerably and the pa- 
tient may carry on well into adult life before he, 
suffers any serious effects from his disease. In 2} 
significant number of cases the life span is| 
normal. We considered the stage of severe 
pulmonary congestion to have become manifest 
when the patient developed (1) acute pulmonary 
cedema, (2) one-flight, one-block dyspnoea, or (3) 
true orthopnoea and nocturnal dyspneea. This 
stage may persist for some time before definite 
evidence of right heart failure appears. Not un- 
commonly the patient dies of pulmonary oedema 
without having had congestive failure. 


MITRAL STENOSIS 


Canad. M. A. J. 
Oct. 1954, vol. 71 


RESULTS 


1. The relation of the reason for admission to 
prognosis.—Patients admitted to hospital for 
non-cardiac reasons, be they medical, surgical or 
obstetrical, were often in the asymptomatic 
stages of their heart disease. In contrast, those 
patients admitted for treatment of heart disease 
were nearly all severely disabled (Stages IV and 
V). There were 107 of this latter group; in 1953, 
100 were dead and seven still severely disabled. 


TABLE II. 


REASONS FOR ADMISSION TO HosprTat (1937-1941) 
Or 171 Cases or MITRAL STENOSIS 








Number 


of cases Percentage 


Cardiovascular symptoms 63 
Non-cardiac medical or surgical 

diseases 23 
Pe ans naa sais is was 21 12 
Active rheumatism é 2 


TABLE III. 


Mitra STENOSIS: STAGE IN 1953 OF PATIENTS ADMITTED 
1937-41 For Non-Carprac MeEpIicaL, SURGICAL OR 
OBSTETRICAL REASONS 


1937-1941 





Stage at follow-up, 1953 
————__———— 
Cases| II. | III. \IV.-V.| Dead 


Stage 


No. No. No. No. No. 

IT. Asymptomatic..| 19 15 0 0 4 

III. Shght disability.; 20 8 4 5 
IV. or V. Severe | 

disability. ..... 10 


19 


TABLE IV. 


MITRAL STENOsIS: STAGE IN 1953 oF PREGNANCY CASES 
ADMITTED 1937-41 





1937-1941 Stage at follow-up, 1953 


Cases | II. 


IIT. \IV.-V.| Dead 


St age 


II. Asymptomatic. . 
III. Slight disability. 
IV. or V. Severe 

disability 


The data in Tables II, III and IV show that 
patients admitted for non-cardiac reasons have, 
as one would expect, a much better prognosis 
than those admitted for treatment of heart 
disease. 

2. The influence of the stage of the disease 
and of certain special manifestations on prognosis. 
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(a) Stage I (the stage of active disease): 
Since the youngest patients admitted to the 
Toronto General Hospital are 14 years old, we 
have little information on the stage of active 
disease. Three patients with mitral stenosis were 
admitted with a recurrence of rheumatic fever 
and none had symptoms from heart disease at 
the time of admission. Since subsidence of the 
active rheumatic process none has shown pro- 
gression: two have remained in good health; one 
died an accidental death. Thus, apparent re- 
currence of activity in an adult patient with 
mitral stenosis who has little disability is not 
necessarily a tragedy. 

(b) Stage II (the stage of asymptomatic dis- 
ease): As we have pointed out, patients. in this 
stage of the disease were admitted for reasons 
other than the treatment of heart disease. As 
shown in Tables III and IV, 19 patients were 
seen in an asymptomatic stage; 12 to 15 years 
later 15 are still asymptomatic and four are 
dead. Suicide, amyotrophic lateral sclerosis, a 
cerebral embolus at 55 years of age, and a 
cardiac infarct at 60 years of age were the causes 
of death. It appears evident that nothing could 
have been accomplished by operating on these 
asymptomatic patients. 

(c) Stage III (the stage of slight cardiac dis- 
ability): There were 20 patients classified as 
having a slight cardiac disability; five of these 
are dead and three have progressed to Stage IV 
or V.* It is very hard to assess a slight disability 
by talking to a patient. Some patients have been 
disabled so long that they have forgotten what 
it is like not to be short of breath on exertion; it 
seems natural to them. On walking upstairs with 
a patient,. and noting his appearance, one is 
often amazed by the offhand manner in which 
he accepts the degree of breathlessness which 
is apparent to the observer. On the other hand, 
patients with heart disease who have been re- 
peatedly warned to “be careful” by doctors, rela- 
tives and friends’ sometimes suffer more from 
fear and the poor physical condition that goes 
with years of sedentary existence than from the 
heart disease. This makes interpretation of the 
cause of a slight disability difficult; the group is 
probably not uniform in severity of heart dis- 
ease. 

(d) Stage IV (the stage of severe pulmonary 
congestion ): The onset of this stage was dated 


*Two died of subacute bacterial endocarditis, two of 
cerebral embolism, and one died in an accident. 
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from the appearance of acute pulmonary cedema, 
orthopnoea and nocturnal dyspneea or one-flight, 
one-block dyspnoea. We considered that these 
symptoms were caused by severe pulmonary 
congestion and occurred at about the same stage 
of severity of the disease. In 117 cases it was 
possible to date the onset of severe pulmonary 
congestion with reasonable accuracy. The aver- 
age age at onset was 40 to 41 years, with a range 
from 17 to 67 years. Several instances were 
noted in which this stage was precipitated by 
some definite factor. Pregnancy appeared to be 
responsible in 16 cases, rapid auricular fibrilla- 
tion or paroxysmal tachycardia in seven, pneu- 
monia in three, and hyperthyroidism, pulmonary 
infarction and bacterial endocarditis in one case 
each. 

Of the 16 patients in whom the condition was 
precipitated by pregnancy, six have died with 
an average survival following the appearance of 
severe pulmonary congestion of six years and 
four months. Four patients are in Stage IV or 
V, having survived an average of 12 years; six 
are suffering only slight disability, having sur- 
vived an average of 14 years and four months. 
Although these numbers are few, it would ap- 
pear that a patient developing severe pulmonary 
congestion. during pregnancy has about a one- 
third chance of dying in the next ten years, a 
one-third chance of surviving ten years but with 
a severe disability, and a one-third chance of 
reverting to a benign stage of her disease. 

(e) Stage V (the stage of right heart failure): 
The onset of this stage of mitral stenosis was a 
little more difficult to determine. It was based 
on objective evidence such as the presence of 
gross venous engorgement, gross oedema, en- 
largement of the liver and serous effusions. It 
was possible to determine the time of appear- 
ance of right heart failure in 100 cases. The 
average age of onset was 42 years and four 
months; the range, 14 to 70 years. 

3. The relation of auricular fibrillation to prog- 
nosis. — This arrhythmia is a manifestation of 
advanced disease.** It usually appears only 
when the patient has progressed to Stage IV, 
but sometimes begins when the patient is asymp- 
tomatic or has slight cardiac disability. The onset 
of auricular fibrillation with a rapid heart rate 
may precipitate severe pulmonary congestion or 
right heart failure. An occasional case was noted 
in which the onset was uneventful and the 
arrhythmia for a long time did not alter the 
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patient’s symptoms. In several patients the 
auricular fibrillation was paroxysmal or was suc- 
cessfully reverted to sinus rhythm with quini- 
dine. Calculation of survival rates was based on 
the time of onset of permanent auricular fibrilla- 
tion. In 85 patients the time of appearance of 
this arrhythmia could be determined. The aver- 
age age of onset was 43 years, with a range of 
17 to 68 years. 

Survival rates following the onset of severe 
pulmonary congestion, right heart failure or 
auricular fibrillation were calculated by the 
method used by Ratnoff and Patek’ in determin- 
ing survival rates in patients with portal cirrhosis 
following the onset of hematemesis, ascites and 
jaundice. 

The survival rates following severe pulmonary 
congestion and auricular fibrillation were quite 
similar (Fig. 1). Sixteen per cent died within 


100 
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Fig. 1.—Survival rates in mitral stenosis following the 
onset of certain manifestations of the disease. 


six months, and nearly 50% were dead in five 
years. However, 20% of the patients with severe 
pulmonary congestion survived 15 years but re- 
mained disabled; only 9% of those with auricular 
fibrillation survived this period. The prognosis 
was a little worse for congestive failure: 24% 
were dead in six months, 50% in three years, and 
91% in 15 years. 

The records of the 118 patients with severe 
pulmonary congestion were studied from the 
point of view of suitability for commissurotomy. 
Nineteen would have been excluded as unsuit- 
able cases, the reasons for exclusion being: age 
over 55 years; presence of subacute bacterial 
endocarditis or severe aortic valvular disease. 
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The survival rates were recalculated for the other 
99 patients and it was found that they differed 
very little ffom the original group: 16% were 
dead in six months, 45% in five years, and 77% 
in 15 years. It is probable that commissurotomy 
would have helped many of them. 

4. The relation of systemic emboli to prognosis. 
This complication occurred in 39 patients, the 
average age at the time of the first embolus being 
45 years. One patient was in Stage II, 13 were in 
Stage III, and 25 in Stage IV or V; thus, in one- 
third of the cases this serious manifestation ap- 
peared at a time when the patients were carrying 
on quite well. Auricular fibrillation was present 
in 31 patients (79%), sinus rhythm in five, and 
in three patients the rhythm was not known at 
the time of the first embolic episode. 

Seven patients died within one month of the 
first embolus and 25 others have since died. Of 
the 32 fatal cases, the average survival was three 
and a half years with the longest survival 1614 
years. Seven patients are still alive with an aver- 
age survival of seven years, ranging from one 
and a quarter to 15 years. It has been our ex- 
perience that multiple emboli are common; if a 
patient with mitral stenosis has one embolus, he 
has about one chance in two of having another 
one before he dies.*® 

5. The relation of heart size to prognosis.— 
Table V demonstrates the relationship between 
cardiothoracic ratio and the patient’s functional 
capacity. Ninety per cent of patients with a 


TABLE V. 





CORRELATION OF CARDIOTHORACIC RATIO 
AND FUNCTIONAL CAPACITY IN PATIENTS WITH Mieeat, 
STENOSIS 


Cardiothoracic ratio 


Stage 50% or less 50-60% Over 60% 
Number Number Number 
II. Asymptomatic. ... 5 14 1 
III. Slight disability... 4 8 5 
IV. or V. Severe 
disability......... 1 41 52 





cardiothoracic ratio over 60% were severely dis- 
abled; 65% of the patients with cardiothoracic 
ratios between 50 and 60% were severely dis- 
abled; and only one of the 10 patients with a 
cardiothoracic ratio below 50% was severely 
disabled. 

Although a small heart generally indicates a 
good prognosis, if tight mitral stenosis is present 
pulmonary cedema is not uncommon and may be 
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fatal. Paul Wood® has shown that patients de- 
velop pulmonary cedema at a time when they 
have not developed a high pulmonary vascular 
resistance. 

In 20 of our cases serial cardiothoracic ratios 
were available over a period of at least 10 years. 
It was interesting to note that, in nearly every 
case, the patient’s symptoms and _ functional 
capacity over the years followed closely the 
heart size. 


One such patient was a young girl first seen in 1929 
at the age ot 14 with hyperthyroidism and acute rheu- 
matic fever and evidence of serious carditis. The first 
cardiothoracic ratio, in 1929, was 46%. After one year 
of continued evidence of rheumatic activity the heart size 
was 58.4%. She had a thyroidectomy in 1930, and later 
had three attacks of auricular fibrillation which reverted 
to sinus rhythm on quinidine therapy. In 1932, three 
years after the first evidence of rheumatic fever, mitral 
stenosis was diagnosed. She carried on with a moderate 
disability until 1943 when permanent auricular fibrilla- 
tion appeared and precipitated congestive failure. The 
cardiothoracic ratio at that time was 74%. During the 
next year she was severely disabled with failure and, in 
1944, the cardiothoracic ratio was 79%. She died of 
heart failure in 1945 at the age of 30 years, her disease 
having run a course of 16 years. 


Another case of considerable interest was that of a 
young woman who was admitted at the age of 21 with 
a recurrence of rheumatic fever. The cardiothoracic ratio 
was 51.5%. She had no symptoms of cardiac insuffi- 
ciency. There were mitral systolic and diastolic murmurs, 
an aortic systolic propagated into the neck vessels and 
a loud aortic diastolic with a wide pulse pressure. The 
blood pressure ranged from 140 to 190/20 to 50. She 
subsequently gave birth to two children with only a 
slight to moderate decrease in exercise tolerance during 
these pregnancies. In 1938, at the age of 26, the 
recorded blood pressure was 1380/0. She was seen in 
February, 1953, at the age of 41, twenty years after the 
first observation. She had been working nine hours a day, 
five days a week for the past ten years. She noted a 
little shortness of breath on running for a streetcar or 
walking up a hill. She stated that her condition had not 
changed in the past ten years. Her cardiothoracic ratio 
was 56.5%, very little different from the size 20 years 
earlier. She had a grade ii aortic systolic, a loud aortic 
diastolic and a mitral diastolic murmur. Her blood pres- 
sure was 140/50. The most interesting feature was that, 
after at least 20 years of aortic regurgitation, this pa- 
tient had only slight left ventricular enlargement. Here, 
then, was a woman with evidence of mitral and aortic 
valvular disease in 1933 on whom many of us would 
have given a poor prognosis. 


In several patients the heart size remained 
unchanged and this, generally speaking, cor- 
related well with a stable clinical course whether 
it was a non-progressive severe disability or an 
asymptomatic course. 

Patients with small or only slightly enlarged 
hearts show a better prognosis than those with 
large hearts. Table VI demonstrates that 65% 
of the patients in this series with a cardio- 
thoracic ratio of 60% or less survived five years, 
and 53% survived ten years. Of those with a 
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cardiothoracic ratio over 60%, only 35% were 
still alive in five years and 22% in ten years. 
TABLE VI. 
LS ALS a 


CARDIOTHORACIC RATIO AND SuRVIVAL RATES 
IN 100 Cases or MITRAL STENOSIS 


Cardiothoracic 








Number Survival 
ratio of cases 5 years 10 years 
60% or less........... 55 36 (65%) 29 (53%) 
CP Oars vcr ek es 45 16 (835%) 10 (22%) 





The results are in keeping with those of 
Grant’® who, after following up 1,000 young 
men with heart disease for 14 years, demon- 
strated a good correlation between heart size, 
exercise tolerance and prognosis. Similarly Bland 
and Jones* found an 80% mortality in ten years 
in patients who had a greatly enlarged heart 
early in the course of their disease. On the other 
hand, they felt that little or no cardiac enlarge- 
ment early in the disease indicated a higher 
degree of natural resistance, relative freedom 
from serious recurrences and a longer life. In 
young patients cardiac enlargement means myo- 
cardial injury and progressive enlargement 
means active carditis. 


THE INFLUENCE OF PREGNANCY ON PROGNOSIS 


Considerable evidence has been accumulated 
in the literature to indicate that pregnancy per 
se has no delayed deleterious effect on the course 
of rheumatic heart disease.'! °'* However, the 
patient with rheumatic heart disease who be- 
comes pregnant runs a risk during the pregnancy 
of serious disability or even of death. We have 
observed, as mentioned above, that pregnancy 
may precipitate severe pulmonary congestion. 

Hamilton*® analyzed the effect of pregnancy 
in cardiac patients at the Boston Lying-in Hos- 
pital for the first 25 years. During that time there 
was a total of 76,125 pregnancies, 1,335 (1.8%) of 
which were complicated by heart disease. 
Ninety-three per cent of the cardiac patients had 
rheumatic heart disease. He divided the cardiac 
patients into “favourable” and “unfavourable” 
candidates for pregnancy. A favourable patient 
was a woman with signs of rheumatic heart dis- 
ease who was able to carry on moderate activity 
without having heart failure and who had no 
complicating condition which was in_ itself 
dangerous, such as hypertension, chronic bron- 
chitis, or diabetes. He found that the maternal 
mortality in favourable cases was 2% and in un- 
favourable cases 18% (see Table VII), The 
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TABLE VII. 


Mirrat. Strenosis: Mortauity RATES IN PREGNANT 
AND Non-PREGNANT PaTIENTS (AFTER HAMILTON!®) 


: Pregnant Non-pregnant 


Normal women aged 20-40... 0.45% 
Favourable cardiacs......... 2.0% 2.0 9, 
Unfavourable cardiacs....... 18.0% 6.7 T 
Auricular fibrillation......... 32.0% 8.0 % 





mortality rate in patients with auricular fibrilla- 
tion was 32%. After comparing these results with 
the mortality rate of normal young women and 
of non-pregnant favourable and unfavourable 
cardiac patients, he concluded: “a pregnancy 
then has cost the favourable cases little if any 
more risk than their risk of death in one year 
of living, but it has cost the unfavourable cases 
a risk nearly three times greater, and those with 
auricular fibrillation a risk that is four times 
greater.” 

Boyer and Nadas’ reasoned that, if pregnancy 
had any delayed effect on the course of rheu- 
matic heart disease, it would be reflected in the 
age at death from congestive failure alone and 
not from extracardial causes or from such ac- 
cidents as subacute bacterial endocarditis or 
embolism. They also felt that comparison at 
autopsy of the heart weight of parous and nulli- 
parous women with the same type and approxie 
mately equal degrees of valvular deformity 
might give some indication of the strain of child- 
bearing. When only the patients who survived 
to at least 40 years were considered, the average 
age at death was practically identical for nulli- 
parous, parous and males. They found that child- 
bearing did not produce cardiac hypertrophy out 
of proportion to that found in_ nulliparous 
women. 

Our findings are in agreement with those of 
Boyer and Nadas in that, after analyzing the pa- 
tients from the standpoint of the number of full- 
term pregnancies and age at death or when last 
seen, no appreciable difference was noted (see 
Table VIII). Thus, the fact that a woman with 
rheumatic heart disease has gone through one or 
more pregnancies does not mean that she is 
going to die at an earlier age than patients who 
have had no children or than men with com- 
parable degrees of heart disease. On the other 
hand, the patient with mitral stenosis and good 
function is more likely to live long enough to 
have many children. 

The number of patients coming ‘to autopsy in 
this'series. was too few to permit any conclusion 
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TABLE VIII. 





THE Errect OF PREGNANCY ON THE CourRsE oF MITRAL 
STENOSIS IN PATIENTS SURVIVING TO AT LEAST 
40 YEARS oF AGE 




















Survivors Fatal cases 
Number Number | Age when || Number| Age 
of children of cases last seen || of cases | at death 

Years . Years 

0 6 44.6 10 53.1 

1 7 46.5 10 54.4 

2 11 46.4 6 47.6 

3 5 55.0 8 50.6 

4 3 44.3 5 52.6 

5 4 3 56.0 

7 7 55.5 


é 49.0 é 
Over 5 52.7 


to be drawn regarding the effect of pregnancy on 
cardiac hypertrophy. 


THE INCIDENCE OF HYPERTENSION IN CASES 
OF MITRAL STENOSIS 


Twenty-four patients in this series (14%) had a 
blood pressure greater than 150/90 on more than 
one reading; only two were under 40 years of age. 
Levine and Fulton" reported a 58% incidence 
of hypertension in patients with mitral stenosis 
without aortic valve disease over the age of 45. 
Boas and Fineberg'’ found an incidence of 55% 
in patients over the age of 40. Gray's com- 
pared the blood pressure in 345 cases of mitral 
stenosis and 500 patients without heart disease 
but of comparable age and sex at the Toronto 
General Hospital. He found an incidence of 
hypertension of 12.5% in mitral stenosis and 
9.3% in the controls. In those over the age of 
forty, 20.4% of the patients with mitral stenosis 
had hypertension while 15.5% of the controls 
were hypertensive. He concluded that there was 
no significant difference in the incidence of 
hypertension in patients with mitral stenosis and 
in patients of the same age group without heart 
disease. 


TABLE IX. 





Mirra STENOsIs: CAUSE OF DEATH IN 120 CAsEs 








Number 

Cause of death of cases Percentage 
Congestive failure............... 50 7 4156 
Acute pulmonary cedema......... 11 9.1 
Systemic emboli................ 17 141 
Pulmonary infarction or pneumonia 13 10.8 
Subacute bacterial endocarditis. . . 9 7.5 
Miscellaneous..;.:......... Sint ak sl 5.8 

0.8 


SRI oo ips vet's os SR ee 13 1 
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CAUSE OF DEATH 


, The causes of death in this series are listed in 

Table IX. The average age of death in the 120 
fatal cases in this series was 45.8 years; 38% of 
the deaths occurred after the age of 50, and 
13% after 60 years of age. Fifty per cent of the 
deaths were due to congestive failure or acute 
pulmonary cedema, Systemic emboli, most fre- 
quently cerebral, accounted for 14.1%. Subacute 
bacterial endocarditis proved fatal in nine cases 
(7.5%): five of these patients were in Stage II 
(asymptomatic), three were in Stage III (slight 
disability), and one had advanced heart disease 
at the time of appearance of symptoms of sub- 
acute bacterial endocarditis. All of these pa- 
tients had bacterial endocarditis in the pre- 
penicillin days. 


THE PLACE OF SURGICAL INTERVENTION 
IN MITRAL STENOSIS 


In the stage of active disease (Stage I), the 
carditis is more responsible for the patient’s 
symptoms than are the mechanical effects of the 
valve lesions; accordingly surgery has nothing 
to offer in the early years. In the asymptomatic 
stage (Stage II), we do not feel that surgical 
intervention is warranted. Many of these pa- 
tients may carry on a perfectly normal produc- 
tive life for years, often with a normal life span. 
In our series, one-third of the 51 survivors were 
asymptomatic at an average age of 45.5 years. 

In the stage of slight cardiac disability (Stage 
III) one must keep in mind the possibility of 
surgical intervention, particularly if there is evi- 
dence of progression of symptoms. Even here, 
however, they may carry on for some years with- 
out progressing to the stage of severe pulmonary 
congestion. If, on examination of such a patient, 
one finds a mitral diastolic murmur, slight to 
moderate cardiac enlargement, evidence of pul- 
monary congestion on fluoroscopy or radiography, 
enlargement of the pulmonary artery and conus, 
and right ventricular hypertrophy, it means that 
this patient has pulmonary hypertension and is 
suffering from a sequence of events that results 
from tight mitral stenosis. He is in danger of 
acute pulmonary oedema which may be fatal. 
We have seen three such young patients who 
have died while awaiting mitral valve surgery. 
A young woman with such evidence of. tight 
stenosis, who is contemplating marriage and 
pregnancy, should be watched carefully and, if 
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significant progression of symptoms occurs, mitral 
commissurotomy should be considered. 

With the appearance of severe pulmonary con- 
gestion (Stage IV) there is no doubt that the 
patient should be treated surgically if there are 
no obvious contraindications such as severe aortic 
valve disease, marked mitral regurgitation, or 
evidence of active rheumatic disease. The sooner 
this patient is operated on the better, as he is 
probably developing pulmonary vascular changes 
which may reach a stage of irreversibility. 

When right heart failure has developed (Stage 
V), it is likely that the patient will still benefit 
greatly from operation if the failure is of recent 
onset and responds rapidly to medical treatment. 
If the failure is of longer duration and more 
resistant to treatment, then the results of opera- 
tion will be less striking and the operative risk 
is greater. Some clinicians believe that chronic 
right heart failure is an absolute contraindication 
to operation. This controversial question will be 
discussed below. 


DISCUSSION 


The cause of right heart failure in patients 
with mitral stenosis.—Rothschild and _ others’? 
showed that pathological evidence of active 
rheumatism is common in patients with rheu- 
matic heart disease dying of congestive failure. 
They concluded that individuals dying of purely 
mechanical hindrance to circulation were rela- 
tively few in number and that patients usually 
died of active rheumatic disease even in later 
life. There seems to be no doubt that patho- 
logical evidence of active rheumatic disease, as 
defined by them, is common in patients dying 
of failure. However, there is considerable doubt 
about the functional importance of lesions in the 
myocardium seen in adult rheumatic heart dis- 
ease. In the first and second decades of life, 
symptoms due to mechanical narrowing of the 
mitral valve are rare. No patients have been 
operated on at the Hospital for Sick Children 
in Toronto for the relief of mitral stenosis.?° At 
the Toronto General Hospital only two of the 
first 120 mitral valvulotomies were on patients 
under 20 years of age. Patients under the age 
of 20 dying of rheumatic heart disease usually 
die with enlarging hearts and clinical evidence 
of smouldering rheumatic activity. At post- 
mortem examination the lesions in the myo- 
cardium are much more numerous than in older 
patients, 








In and after the fourth decade, on the other 
hand, active rheumatic myocarditis seems rela- 
tively unimportant as a cause of failure. The 
lesions in the heart muscle are rather scarce. 
Our pathologists”! agree that they could not tell 
by examining the heart muscle in older cases of 
rheumatic heart disease which patients had been 
in failure and which had not. There are at least 
two further reasons for our belief that failure in 
older patients is usually due largely to mechani- 
cal obstruction rather than to the rheumatic 
myocarditis: (1) Patients with mitra] stenosis 
and chronic failure often remain in a remarkably 
constant state of misery for years. This should 
not occur if an active inflammatory state were 
the cause of the failure. (2) We have seen a few 
patients with chronic and intractable right heart 
failure improve remarkably following commis- 
surotomy. 

This is by no means an academic point. At 
the present time we are not willing to say that 
any patient is so far along the road to death 
from a narrowed mitral valve that he should be 
denied the chance of being improved by opera- 
tion if we think he can survive, True, the mor- 
tality is high but, with experience and new 
techniques of anzesthesia including hypothermia, 
the mortality will be lowered. Even now the 
results seem to justify the risks‘ though the num- 
ber of cases is still very small. When an anatomi- 
cally good valvuloplasty has been successfully 
done on a patient with chronic right heart failure 
improvement has occurred. We do not believe at 
present that irreversible changes in heart muscle 
and lungs make improvement impossible in pa- 
tients suffering from the effects of mitral stenosis; 
time may alter this opinion. 

The importance of deformed valves to func- 
tion—In the early twentieth century, judging 
from the writing of Mackenzie** and Lewis,** it 
was common for physicians to give a bad prog- 
nosis and restrict the activities of patients be- 
cause of the presence of a murmur. Mackenzie 
and, later, Lewis emphasized the fact that the 
murmurs present were a poor indication of the 
patient’s’ outlook and that heart size and func- 
tional capacity were of much greater value in 
prognosis. In emphasizing this they state that the 
ability of the heart muscle to pump blood is 
really what determines the patient's functional 
capacity and, to a large extent, his prognosis. 

This was and still is true. However, until the 
advent of a successful operation for the relief 
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of mitral stenosis, teachers were still emphasizing 
the role of the heart muscle and minimizing the 
importance of poorly functioning valves. This 
was useful because it helped to impress on 
students the poor correlation between murmurs 
and prognosis. It was so well impressed that the 
importance ofa deformed valve in preventing 
proper heart action was generally underestimated 
and there were many physicians who looked 
almost with horror on attempts to relieve mitral 
stenosis surgically. The fact that the loudness of 
a murmur is often not correlated with the degree 
of stenosis or regurgitation had been recognized 
since the days of Austin Flint?> but was often 
forgotten or given little prominence in teaching. 
The recent advances in cardiac surgery have led 
us to correct in our minds these errors in 
emphasis. 


SUMMARY AND CONCLUSIONS 


The surgical relief of mitral stenosis has placed 
a new responsibility on the physician who must 
decide which patients should be subjected to 
surgery. This decision should be based on a 
knowledge of the, risks of operation, the prog- 
nosis with operation and the prognosis without 
operation. We have observed the immediate im- 
provement following operation and the low 
mortality in 150 patients, which confirms the 
reports of many other workers. 

To determine the outlook without operation 
171 patients with mitral stenosis seen from 1937 
to 1941 on the public wards of the Toronto Gen- 
eral Hospital have been followed to death or to 
the spring of 1953. These patients, being poor 
people, were not able to live a placid, sedentary 
life; their usual method of earning a living en- 
tailed physical work. If they did not work, they 
and their families were deprived of many of the 
amenities which make life bearable. Thus the 
outlook is probably worse in this group than 
it would be in a wealthier class of patients with 
mitral stenosis. However, from a study of this 
material the following facts emerged, and the 
opinions stated seem to be justified. 

‘ Patients with tight mitral stenosis should be 
treated by commissurotomy as early after the 
appearance of symptoms of “severe pulmonary 
congestion” as possible. These symptoms have 
been defined as acute pulmonary cedema, ortho- 
pnoea‘ or nocturnal dyspnoea, or one-flight, one- 
block dyspnoea. Our survival rates indicate that 
16% of these patients died within six months 
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after the appearance of severe pulmonary con- 
gestion. The risk of operation, at our present 
stage of experience, would appear to be in the 
vicinity of 6% in similar cases. 

In some young patients where clinical evidence 
indicates that tight mitral stenosis and pulmonary 
hypertension exist with only slight cardiac dis- 
ability, operation should be considered for fear 
of severe and sometimes fatal attacks of acute 
pulmonary cedema. 

The average age of onset of severe pulmonary 
congestion in this series was 40.1 years; 50% of 
these patients were dead by the end of five years 
and 80% within 15 years. This suggests that a 
further follow-up of the patients described by 
Bland and Jones* who had rheumatic fever in 
childhood will show more becoming disabled 
from mitral stenosis. The average age of their 
group in 1951 was 28 years. 

Pregnancy commonly precipitates severe 
pulmonary congestion. Approximately one-third 
of these patients died within ten years; one-third 
survived ten years but had severe disability; and 
one-third reverted to a benign stage of their dis- 
ease. It would appear that mitral commissur- 
otomy is warranted with the appearance of 
severe pulmonary congestion during pregnancy. 

Evidence from the reports of other investiga- 
tors and from our own observations indicates 
that pregnancy per se has no delayed deleterious 
effect on the course of rheumatic heart disease. 

Right heart failure appeared, on the average, 
two years after the onset of pulmonary conges- 
tion. Twenty-four per cent of these patients were 
dead in six months, 50% in three years, and 91% 
in 15 years after the appearance of this mani- 
festation. 

Auricular fibrillation is evidence of advanced 
disease; the average age of onset was 43.3 years. 
Sixteen per cent were dead in six months, 50% 
in five years, and 91% in 15 years. 

The best indications of the prognosis in a case 
are the heart size and functional capacity. Sixty- 
five per cent of patients with a cardiothoracic 
ratio of 60% or less survived five years and 53% 
survived for ten years. In those with a cardio- 
thoracic ratio over 60%, only 35% were still 
alive in five years and 22% in ten years. 

Reasons are presented for our belief that, in 
and after the fourth decade, mechanical narrow- 
ing of the mitral valve is an important factor 
in the production of congestive failure, and 
active rheumatic carditis of lesser importance. 
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\ 
Progression of narrowing of the mitral valve 


probably occurs. in adult life with no clinical 
evidence of rheumatic activity. The degree of 
deformity of valves is very important functionally 
and correlates well with disability.” 


Murmurs give information about the nature 
of the valve lesion, for example, whether a mitral 
stenosis or aortic regurgitation, but they give 
very little information about the degree of 
stenosis or regurgitation present. A poor prog- 
nosis should never be given merely because a 
patient has an organic murmur.!® 23, 25, 26 
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THORACIC ACTINOMYCOSIS 


C. S. BARKER, M.D., F.R.C.P.[C]., Montreal 


INVOLVEMENT OF THE LUNGS, pleural cavities and 
chest wall by actinomyces occurs often enough 
to merit emphasis. The delays in diagnosis, the 
difficulties of treatment, and the much improved 
outlook with antibiotics are worth while discuss- 
ing and illustrating with case material, The 
frequency of diagnosis of this disease, like that 
of many another disease, increases with interest. 
Fifteen per cent of cases of actinomycosis have 
been said to involve the thorax.! The chief pur- 
pose of this paper is to stress the need for early 
diagnosis because of the increased possibility of 
successful treatment at the present time.” 


CAsE 1] 


In 1932, an 18 year old youth (a clerk residing in 
Montreal) was admitted to the Royal Victoria Hospital 
with a history of sharp pain for two weeks in the lower 
part of the right chest and upper abdomen. Physical 
examination and radiography of the chest suggested 
fluid in the right pleural cavity. The fluid found was 
straw-coloured, of specific gravity 1024. The cells were 
predominantly an No growth was obtained on 
culture, and the guinea-pig inoculated did not show 
any evidence of tuberculosis. By the eighth day after 
the patient’s admission, an abscess had developed and 
appeared to be penetrating the chest wall. The pus 
obtained was foul-smelling and contained “doubtful” 
sulphur granules. The abscess cavity was ragged and 
seemed to have sinuses penetrating in various directions. 
Actinomyces were demonstrated in large numbers in the 
pus. 


This patient had had a perforated appendix 
in September 1931 with spreading peritonitis, 
and it is possible that he was infected at this 
time with actinomyces. The pleurisy apparently 
brought him to hospital, but infection of the 
chest wall may have preceded that of the pleura, 
as initially the pleural fluid did not seem to be 
infected. 


CasE 2 


A 29 year old clerk from a small city was admitted 
to the Royal Victoria Hospital in September 1941. He 
had had a ruptured appendix in June 1941, followed by 
drainage of four abdominal abscesses. During the suc- 
ceeding months, he had three more abscesses drained, 
the last being located below the left diaphragm. This 
was drained on April 14, 1942, and anaerobic strepto- 
cocci were found on culture of the pus. On July 1, 1942, 
the abscess was reopened, and actinomyces of the Wolf- 
Israel type were demonstrated. The patient died shortly 
afterwards. At autopsy, the peritoneum and _ the liver 


showed abscesses. There were sinus tracts leading to the 
bodies of adjacent vertebre, to the muscles and to the 
pleural cavities. The pleura was thick and shaggy. The 
40 c.c. of purulent exudate found in the left pleural 
cavity contained sulphur granules. A small abscess was 
present in one lung. 
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The mechanism of spread is apparent. It 
should be emphasized that actinomyces were 


~demonstrated only after many abscesses had 


been drained and about a year had gone by. 


CaseE 3 


A messenger boy, aged 18, was admitted to the Royal 
Victoria Hospital in October 1935. He had had an 
appendectomy in May 1934 and lobar pneumonia (right 
lung) in July 1935. He was admitted at this time with 
what seemed to be an unresolved pneumonia and 
empyema necessitatis. A small amount of bloody purulent 
fluid was obtained on thoracentesis, and incision of the 
chest wall abscess showed thick greenish pus. The cavity 
appeared to communicate with the pleura. The patho- 
logical report stated that the granulations showed 
actinomyces. Actinomyces were also demonstrated on 
culture. A chest radiograph on June 2, 1936 was said 
to show patchy increased density of the right lower lobe. 


Once again there is a history of appendectomy. 
The unresolved pneumonia is of interest, with 
finally the development of empyema necessitatis, 
and the diagnosis of actinomycosis some four 
months after the pneumonia. 

A somewhat similar history of lung and chest 
wall involvement is given in the following case 
record. 


CAsE 4 


A 59 year old male, resident of Montreal, was ad- 
mitted to the Royal Victoria Hospital in November 1944. 
He complained of increased cough for a month. The 
sputum produced had been greenish and foul-smelling. 
Before this, he had had a cough which he had attributed 
to cigarettes. There had been a sharp pain in the left 
anterior chest whenever he coughed during the preceding 
month. His chest radiograph showed a dense infiltration 
in the left upper lung field. Rarefied areas were present 
in this region and suggested extensive pulmonary abscess, 
cavitation of tuberculous origin, or neoplasm. Subsequent 
chest radiographs continued to show persistence of the 
disease, and finally a fluid level was demonstrated. He 
was treated with sulfadiazine. The temperature gradually 
subsided and he was discharged with the diagnosis of 
bronchiectasis and possibly bronchogenic carcinoma. 
Sputum cultures were reported as showing Haemophilus 
influenzz and pneumococci, but no tubercle bacilli. 

A second admission in January 1945 for similar com- 
plaints followed. Again in February 1946, cough, sputum 
and debility led to admission. Some 10 days after ad- 
mission a fullness developed to the left of the manubrium. 
This became fluctuant, and aspiration yielded greyish- 
green foul pus. Bacteriological studies were reported to 
show “Actinomycetes comitans.” On February 23, this 
abscess was drained, and because of recurrence it was 
again drained on March 11. On March 12, the patient 
collapsed and died. 

The autopsy findings of interest were the abscess of 
the thoracic wall overlying the left upper lobe, the 
extension of the inflammatory process into the lung, in- 
volvement of the pleura, and finally; costal osteomyelitis. 
Some of these lesions were found, on microscopic exam- 
ination, to be granulomatous, and showed colonies sug- 
gestive of actinomycosis. Death was considered to be 
due to coronary heart disease and congestive failure. 


The presumptive causative organism was not 
found for well over a year, and again was 
eventually found in the chest wall abscess. 
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Case 5 


A 58 year old woman was admitted in May 1943 with 
a history of pain in the right chest for four weeks and 
cough for two days. Soon after admission 1,400 c.c. of 
greenish-yellow clear fluid, $.G. 1022, was removed by 
thoracentesis. In the next few days further aspirations 
were productive of partly purulent and partly clear fluid. 
The fluid was detail Early in June, a pneumothorax was 
thought to be present. At this time she brought up large 
amounts of purulent sputum similar to that removed by 
thoracentesis. She died on June 10, 1943. Fluid aspirated 
on May 11 produced on culture a mixed growth of 
bacteria of anaerobic type and actinomyces of Wolf- 
Israel type. No tubercle bacilli were found in an inocu- 
lated guinea-pig. 


This case showed a rapid terminal course of 
about two months and an empyema with a 
broncho-pleural fistula. 
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Actinomyces may be present complicating 
other conditions. 


Case 8 


A 34 year old woman (resident of Montreal) was ad- 
mitted to the Royal Victoria Hospital in September 
1953. There was a history of some food aspiration earlier. 
She had had cough and sputum and been short of 
breath since. The sputum had been thick and tenacious, 
and contained blood two days before admission. Her 
chest radiograph (Fig. 1) on September 18, 1953, 
showed rather extensive involvement of the apical seg- 
ment of the right lower lobe. There was raretaction in 
this area. The sputum and bronchial aspirate showed a 
moderate growth of actinomyces and _ staphylococci. 
Treatment was by penicillin and erythromycin, and at 
the time of discharge on November 14, resolution was 
advanced but not complete. On December 2, her chest 
radiograph (Fig. 2) showed some slight increase in 
linear markings in the area previously involved. These 
changes seemed to be mostly due to scarring. 





Fig. 1 


Case 6 


A 34 year old man, resident of a small town and 
a mill worker, was admitted to the Royal Victoria Hos- 
pital in April 1942. He had had a slight non-productive 
cough and a swelling in the right breast region for two 
weeks. There was a firm swelling overlying the second, 
third and fourth ribs on the right, deep to the pectoral 
muscles. His chest radiograph showed a lesion involving 
the superior lobe near its root—a tuberculoma was sug- 
gested by the radiologist. No tubercle bacilli were 
demonstrated in the pus from the abscess in the right 
breast region, but actinomyces were found. 


Here again the association of the chest wall 
lesion with an intrathoracic one should bring 
actinomycosis to mind. 


CasE 7 


A 47 year old metal worker was admitted to the Royal 
Victoria Hospital in January 1950. He had had a routine 
x-ray examination in February 1949, which showed a 
lesion in the chest. He had had a cough and expectora- 
tion for two years. His sputum showed no _ tubercle 
bacilli on study, but did show a moderate growth of 
Actinomyces bovis of the Wolf-Israel type. His chest 
radiograph was said to show advanced cancer of the 
right lung. This was confirmed on thoracotomy. 





Fig. 2 


Food aspiration may have allowed organisms 
already present in the mouth to partake in the 
abscess formation. This may have been true of 
actinomyces, which disappeared together with 
the staphylococci after appropriate treatment. 


CAsE 9 


A man of 52 years (sedentary worker and resident of 
Montreal) had what appeared to be an upper respiratory 
infection engrafted on his usual productive cigarette 
cough in February 1952. This cleared up apparently 
satisfactorily. About mid-March he felt as if Se had 
gripe, was treated with aureomycin for about two days, 
and again improved. On March 24, because of fever, 
increased cough and sputum, he was given erythromycin. 
That night he brought up unpleasant-tasting sputum. 
On March 26, he was admitted to hospital. There was 
pneumonic consolidation in the antero-lateral segment 
of the right upper lobe, and there appeared to be 
cavity formation and a fluid level present (Fig. 3). The 
sputum this ‘time was a grey-green purulent material, 
unpleasant in odour. He, was treated with aureomycin. 
His temperature subsided during the next few days and 
his sputum began to lighten in colour and lose its un- 
pleasant odour. At this time the presence of actinomyces, 
not of bovis or Israel type, was reported. Further pro- 
longed treatment with penicillin was accompanied by 












334 BARKER: THORACIC ACTINOMYCOSIS 


resolution of the pneumonitis, until in October only a 
linear scar remained in the radiograph of his chest 
(Fig. 4). The actinomyces disappeared after the peni- 
cillin treatment, but have recurred. The patient appeared 
clinically well in October. His sedimentation rate ‘at this 


time was 9 mm. (corrected). He still had the cough ° 


and sputum he regarded as normal and due to his 
smoking. 


This patient, with acute lung abscess, had 
actinomyces in his sputum. Prolonged treatment 
led to virtual restitution of the lung and clinical 
cure. The actinomyces were temporarily absent, 
but have reappeared in the sputum, though the 
patient remains well. 


Fig. 3. 


: 


DISCUSSION 


These case summaries emphasize the following 
impressions of this disease. 

1, Diagnosis is often made late in the disease 
and may be preceded by several previous and 
incomplete diagnoses, 

2. Long standing illness, particularly with 
abscess and sinus formation, lack of response to 
inadequate treatment, slow convalescence, and 
recurrences, fits into the actinomycosis picture, 
and should strongly suggest this to the clinician. 
In the diagnosis, a high index of suspicion is a 
great help. 

3. This disease has a serious outlook which 
may be changed to a favourable outlook by 
adequate treatment, particularly if this is given, 
early. 

4. Actinomyces are often accompanied by: 
other organisms, including pyogenic staphylo- 
cocci or spirochetes. 

5. Actinomyces may be present where disease 
already exists, and may persist after apparent 
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clinical cure of the patient. It is well known that 
these organisms are commonly found in the 
mouths of apparently healthy individuals. Con- 
sequently, the actual role of the actinomyces 
when found in the presence of disease may be 
hard to assess. 

The entry of actinomyces into the thorax may 
be by aspiration, ingestion and penetration from 
the cesophagus, or extension from the neck or 
subdiaphragmatic region. Once tissue invasion 
has taken place, colonies of radiate form are de- 
veloped. It is this gelatinous aggregate of the 





Fig. 4 
fungus filaments which gives rise to the term of 
sulphur granule. 

The reaction of the host is variable, according 
to the extent of the lesions and probably the 
character of secondary infection. In the more 
severely ill patients, high temperatures may be 
present for considerable periods. Leucocytosis 
and increased sedimentation rate may be well 
marked, The more recent literature indicates a 
good response to the sulfonamide drugs, to peni- 
cillin, to combinations of these, and to aureo- 
mycin. 


SUMMARY 


The difficulties of diagnosis of thoracic actino- 
mycosis and the importance of early diagnosis 
for adequate treatment have been emphasized. 
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BLOOD CONCENTRATIONS AND 
CLINICAL RESULTS FOLLOWING 
THE ORAL ADMINISTRATION 
OF PENICILLIN 


PHILIP GREEY, M.D., 
JOAN HENNESSY®* and 
JEAN HOGARTH, M.D.,t Toronto 


THE OBVIOUS ADVANTAGES which penicillin given 
by the oral route affords have led to many publi- 
cations on this method of administration.» * To 
avoid destruction by gastric acidity the penicillin 
has been administered by a variety of methods, 
e.g., in double gelatin capsules; mixed with corn 
oil; or given with an eggnog. Various buffers 
have also been used to neutralize gastric acidity, 
and different salts of penicillin have been 
studied. Others have found saline or tap water 
as good a vehicle as any. The result of these 
investigations has been the acceptance of the 
oral route as a satisfactory method of administra- 
tion provided the individual dose is large 
enough. 


The blood concentrations obtained following 
the oral administration of penicillin G are often 
erratic. Several investigators have found that the 
best and most consistent concentrations follow 
administration on a fasting stomach, and that 
the blood concentrations are lower when the 
dose is given after breakfast. Nearly all the 
studies' reported have dealt with blood samples 
taken some time in the morning or early after- 
noon. We have not been able to find any detailed 
account of the blood concentrations of penicillin 
after oral administration in relation to the noon 
and evening meals. This aspect of the subject 
was studied in the present investigation. 

Unbuffered tablets of two different salts of 
penicillin were studied. One was Penicillin G 
ammonium,{ which has been used by Young 
et ai.’ These investigators determined the blood 
concentrations after oral administration of am- 
monium penicillin given before and after break- 
fast to normal adults. Satisfactory concentrations 
were obtained with a dose of 1 million units 
given either before or after breakfast, but they 
concluded that a dose of 500,000 units could not 
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be relied upon to produce a detectable serum 
concentration if given after breakfast. Hoffman 
and Volini® also have studied the ammonium salt 
of penicillin G. 


The other penicillin -preparation tested was 
Bicillin (N,N’-dibenzylethylenediamine dipeni- 
cillin)* first described in 1951.9 This rela- 
tively insoluble compound given by the oral 
route produces low blood concentrations of peni- 
cillin which persist for more than nine hours.” 
Furthermore, the dose may be given without 
regard to meals."* A single intramuscular injec- 
tion results in a low level of penicillin in the 
blood serum which persists for 3 to 4 weeks." 


ABSORPTION 


Eight patients were given tablets containing 
500,000 units of Penicillin G ammonium half an 
hour before breakfast. The blood concentration 
‘of penicillin was assayed 30 minutes and one, 
three and five hours afterwards by a serial dilu- 
tion method in broth. Seven people were given 
400,000 units of Bicillin at breakfast time and 
blood was collected: six samples were assayed 
at one hour; three at one and a half hours; one 
at three hours; four at five hours and two at 
seven hours after the dose. 


Treatment of the patients receiving ammonium 
penicillin was continued for several days at the 
same dosage, administered three times daily at 
7.30 am., 12.30 p.m. and 5.30 p.m. (ie., 30 
minutes before meals). On subsequent days 
blood was taken for assay one hour after the 
morning and evening dose. This time interval 
was selected because the value found would ap- 
proximate the peak blood concentration resulting 
from the dose. On the fourth day of treatment 
serial assays were done on three patients follow- 
ing the evening dose of 500,000 units of am- 
monium penicillin ingested 30 minutes before 
supper. 


The results of the serial assays are shown in 
Graph I, and findings in the daily blood samples 
taken one hour after the morning and evening 
dose are presented in Table I. For purposes of 
comparison, Graph I also shows the blood con- 
centrations of penicillin found after intramuscu- 
lar injection in six patients of 300,000 units of 
crystalline G potassium, and in another six of 
300,000 units of procaine G plus 100,000 units of 
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crystalline G potassium.* It should be noted that 
the values shown are the median, not the 
average, for we feel that the former more truly 
represents the actual findings. 


GRAPH I 
COMPARISON OF MEDIAN BLOOD CONCENTRATIONS OF PENICILLIN 
FOLLOWING INTRAMUSCULAR AND ORAL ADMINISTRATION 
ORAL - 800,000 wars - CRYSTALLINE G6 AMMONIUM 
30 MINUTES BEFORE BREAKFAST ome 
30 MINUTES BEFORE SUPPER os 
INTRAPAUSCULAR - 300,000 wnivs + CRYSTALLINE 6 ome 


INTRAMUSCULAR * 300,000 wavs ~ PROCAINE 6 
rove 
100,000 wmre + CRYSTALLINE 6 


ORAL - $00,000 wmrs - BICiLtIn 


SERUM 


IMMEDIATELY BEFORE BREAKFAST 


UNITS PER C.C. OF 


a 3 * s 
MOURS AFTER DOSE 


It will be seen from Graph I that the inges- 
tion of 500,000 units of ammonium penicillin 30 
minutes before breakfast results in a blood 
concentration which parallels fairly closely that 
obtained after an intramuscular injection of 
300,000 units of crystalline G potassium. This 
same relationship, however, does not hold for 
subsequent doses. For, as the graph shows, an 


oral dose of ammonium penicillin taken 30° 


minutes before supper results in a much lower 
peak blood concentration of penicillin, and none 
could be detected at five hours. The graph also 
illustrates the low but persistent blood concentra- 
tions which follow the ingestion of Bicillin. 


TABLE I. 
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the ingestion of penicillin some five hours after 
the previous meal. It should be recalled that. 
both the morning and evening doses of penicillin 
were given 30 minutes before meals. 


BLoop CONCENTRATIONS OF PENICILLIN 
IN PATIENTS UNDER TREATMENT 


After these preliminary experiments the fol- 
lowing schedule was adopted for patients under- 
going treatment with oral penicillin: Penicillin G 
ammonium 500,000 or 1 million units per dose 
given three times daily; at 7 a.m. (one hour be- 
fore breakfast), at 3 p.m. (three hours after 
dinner), and at 10 p.m. (four hours after supper). 
Blood for assay was taken one hour after a dose 
of penicillin. The usual procedure was to take 
blood for assay following the morning dose on 
the first two days of treatment, following the 
afternoon dose on the third and fourth days, and 
following the evening dose on the fifth and sixth 
days of treatment. But on a few occasions the 
blood samples for assay were not taken accord- 
ing to this plan. 

Twelve patients received 1 million units per 
dose and 25 patients 50,000 units per dose. 

Bicillin—400,000 units per dose was given at 
8 a.m. (immediately before breakfast), at 2 p.m. 
(two hours after dinner), and at 8 p.m. (two hours 
after supper). Blood for assay was taken three 
hours after a dose of penicillin. This interval was 
selected because the slower absorption of Bicillin 
reaches a peak between two and three hours 
after a dose, whereas with ammonium penicillin 
the highest blood concentration occurs at about 
the end of the first hour after administration. In 





BLOOD CONCENTRATIONS ONE HOUR AFTER AN ORAL DOSE OF 500,000 UNITS OF PENICILLIN AMMONIUM 





Day 2 


Morn Eve 





Day 6 





Number of tests 6 . 
Median—aunits Penicillin per c.c. of serum. 7.5 0.8 








Day 3 Day 4 
Morn Eve Morn Eve Morn Eve 
8 7 8 4 4 3 
2.3 0.6 2.5 0.3 3.1 0.3 





Table I shows the median of the approximate 
peak blood concentration of penicillin found in 
the same group of patients on different days of 
treatment. Comparison of the values obtained 
following the morning and evening doses illus- 
trates again that good absorption of penicillin 
occurs from a fasting stomach; whereas much 
lower, but still adequate, concentrations follow 


*Penicillin S. R., Parke Davis & Co. 


this way the findings for both penicillin prepara- 
tions have some comparative value in regard to 
the approximate peak concentration. The blood 
samples taken in relation to the morning, after- 
noon or evening dose in general followed the 
plan outlined above. Sixteen patients were 
studied. 

The approximate peak blood concentrations 
found in the patients receiving the two different 
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TABLE II. 
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BLoop CONCENTRATIONS OF PENICILLIN IN PATIENTS TREATED WITH PENICILLIN G AMMONIUM AND BICILLIN BY MoutH 





Bicillin 
Units of penicillin per dose........... 400,000 
ere ae 





3 hrs. after dose 


Number of blood samples found to contain 


Penicillin G ammonium 


1 million | 
1 hour after dose 


1 hour after dose 


After- 
noon Eve 


After- 


Morn Morn noon Eve 





A fter- 

Morn noon Eve 
Penicillin units per c.c. of serum 
See sabe OR aaah ek otk: Se ug Re peal 0 0 
DER. OS So oe eda Soak dees 8 3 
aie ies ws Kw aeré- gee wehbe 15 13 1 
SE tak cho Saale cass Gd A OO 1 4 
ON, ies bin Unie k. wh Se peeS: 6 2 
| rere ee ae 0 0 
UN NO Sie i: a on ake he es ote 0 0 
MN re v's ss 4 4s 4 ceo da hae 0 Q 
NS oie Sic a gx wins ewe 30 22 
Median units per ¢.c................. 0.16 0.22 


COON NN Ob 


bo 
So 
— 
oS 


0 0 0 0 0 0 
3 0 1 0 0 0 
1 4 11 0 2 3 
5 10 8 2 3 8 
16 22 9 2 7 4 
13 0 0 2 4 1 
7 2 0 7 2 0 
1 0 0 5 0 0 
46 38 29 18 18 16 
2.65 1.25 0.64 7.8 1.35 0.71 





preparations of penicillin are shown in Table II. 
The median values for the blood concentrations 
are shown in the bottom line of the table. The 
values are fairly constant for Bicillin but vary 
markedly for ammonium penicillin in relation 
to meals. The highest blood concentrations for 
ammonium = penicillin were obtained when the 
tablets were administered an hour before break- 
fast, whereas the lowest values occurred after 
the evening meal. In this instance the tablets 
were given four hours after supper, but the 
concentrations found are quite similar to those 
obtained when ammonium penicillin was given 
30 minutes before the evening meal (See Table 
I). The remainder of Table II tabulates the 
actual concentrations found. It is worthy of note 
that with a dosage of 500,000 units of ammonium 
penicillin only four out of 113 tests yielded 
values below 0.1 unit per c.c. The actual findings 
in these four were three of 0.08 unit and one of 
0.06 unit per c.c. With Bicillin on the other hand 
18 out of 76 tests (24%) gave values below 0.1 
unit per c.c. 

Table II also shows the values found with a 
dose of 1 million units of ammonium penicillin. 
The larger dose resulted in higher blood con- 
centrations when taken on a fasting stomach 
compared to a dose of 500,000 units, but the 
afternoon and evening median values were quite 
similar. 


CLINICAL RESULTS 


Forty patients were treated with oral penicillin 
G ammonium, eight with 1 million units per dose 
and the remainder with 500,000 units per dose. 


Three doses were given each day at 7 a.m., 3 
and 10 p.m. The cases treated by these two 
regimens include eight of lobar pneumonia, in- 
cluding bacteremia in one instance; ten of 
bronchopneumonia; five of lung abscess; five of 
chronic bronchitis; three of bronchiectasis, and 
nine of miscellaneous conditions. Responses in 
the acute cases were excellent, and the general 
results were comparable in every way to those 
that would have been expected from parenteral 
penicillin therapy of similar conditions. 

Twenty-six patients were treated with 400,000 
units of Bicillin three times daily at 8 a.m., 2 and 
8 p.m. Cases treated include: three of lobar 
pneumonia; nine of bronchopneumonia; six of 
chronic bronchitis; five cases of pharyngitis, and 
three of miscellaneous conditions. Results were 
excellent in the acute cases. 


OTHER STUDIES 


One subject was given 500,000 units of oral 
ammonium penicillin at 7 a.m., 3 and 10 p.m. 
while on an all day fast. The blood concentra- 
tions of penicillin found one hour after each dose 
were at 8 a.m., 0.56 unit per c.c.; at 4 p.m., 0.28; 
and at 11 p.m., 5.0 units per c.c. These values 
also represent the fluctuations of the blood level 
which sometimes are encountered, but in many 
patients the day to day values were more uni- 
form. 

A patient with chronic pyogenic meningitis 
was given 1 million units of ammonium peni- 
cillin orally three times daily for seven days. 
Blood and ventricular fluid were assayed at 
different times throughout this period. The blood 
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concentrations of penicillin varied between 1.3 
and 9.2 units per c.c. and of ventricular fluid be- 
tween 0.06 and 4.8 units per c.c. ‘The initial 
values in the ventricular fluid were low but rose 
as therapy was continued to 1.2 units per c.c. 
This level was maintained until the last day of 
treatment, when it reached 4.8 units per c.c. 
Four cases of proven duodenal ulcer with a 
high free fasting gastric acidity were given 
400,000 units of Bicillin at the hours outlined 
above. The blood concentrations of penicillin in 
relation to the morning, afternoon and evening 
were very similar to those shown in Table II. 


Discussion 


The findings of this study indicate that food 
has very little effect on the absorption of peni- 
cillin following the ingestion of the relatively in- 
soluble salt, Bicillin. The blood samples from 
patients treated with three doses per day of 
400,000 units yielded concentrations of penicillin 
which were fairly uniform irrespective of whether 
the assay was after the morning, afternoon or 
evening dose. The median value in these tests 
was about 0.2 unit per c.c. of serum. On the other 
hand food had a marked effect on the blood con- 
centration of penicillin following the ingestion 
of the soluble salt, penicillin G amrhonium. In 
patients treated with three doses per day of 
500,000 units the highest blood concentrations 
were found when the tablets were taken on a 
fasting stomach one hour before breakfast 
(median 2.65 units per c.c. of serum). The values 
found in the blood samples taken in the after- 
noon were about one-half those of the morning 
(median 1.25 units per c.c. of serum), and ap- 
proximately the same relationship was found 
between the afternoon and evening blood con- 
centrations of penicillin (median 0.64 unit per 
c.c. of serum). 

Forty patients with various infections were 
treated with oral penicillin G ammonium and 
26 with Bicillin, three doses per day. The general 
results were comparable to those that would have 
been expected from parenteral penicillin therapy 
of similar conditions. Acute fulminating infec- 
tions and subacute bacterial endocarditis were 
not treated with oral penicillin. 


SUMMARY 


1. The blood concentrations of penicillin were 
assayed after the oral administration of unbuf- 
fered tablets of two different preparations of 
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penicillin; one highly soluble (Penicillin G am- 
monium ), the other relatively insoluble (Bicillin- 


_ N,N’-dibenzylethylenediamine dipenicillin). 


2. Three doses were given daily: in the morn- 
ing, in the afternoon and in the evening. Blood 
samples were taken on several days at different 
times of the day in relation to these doses, 

3. With Bicillin, 400,000 units per dose, it was 
found that food did not affect the absorption of 
penicillin, for the blood concentrations in rela- 
tion to the morning, afternoon and evening dose, 
although low, were fairly uniform; median value 
about 0.2 unit per c.c. of serum. 

4. On the other hand food did affect the ab- 
sorption of Penicillin G ammonium, 500,000 
units per dose, for the blood concentration varied 
in relation to meals, The median of the blood 
concentrations of penicillin found following the 
morning dose (one hour before breakfast) was 
2.65 units per c.c. of serum; following the after- 
noon dose (three hours after dinner) 1.25 units, 
and following the evening dose (four hours after 
supper) 0.64 unit per c.c. of serum. Other data 
in this connection are also presented. 

5. Sixty-three patients with various infections 
due to penicillin-sensitive micro-organisms were 
treated with the two oral preparations of peni- 
cillin, The clinical results were comparable to 
those that would have been expected from 
parenteral penicillin therapy of similar condi- 
tions. Acute fulminating infections and subacute 
bacterial endocarditis were not treated. 

6. No instances of penicillin sensitivity were 
encountered. 
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POSTMENOPAUSAL 
OSTEOPOROSIS: A PROGRAMME 
OF TREATMENT IN 42 CASES 


DONALD A. MacKENZIE, M.D.* and 
JOSEPH M. JANES, M.D.,t Rochester, Minn. 


OsTEOPOROsIS is a common condition in the aged, 


more so in women than in men. It has been .- 


assumed that a deficiency of secretion of cestro- 
gens and androgens is a contributing factor.’ 
From the therapeutic standpoint, we have not 
attempted to differentiate senile osteoporosis 
from the postmenopausal type. 

It is not our intention to review the literature 
of the subject,” ‘° 1? but to relate our experience 
in the treatment of a group of patients with the 
regimen outlined below. 

The diagnosis of postmenopausal or senile 
osteoporosis in each instance was dependent 
upon the classical radiological findings of osteo- 
porosis in the vertebral column. These included 
ballooning of intervertebral discs and in some 
instances Schmorl’s nodules, loss of normal bony 
trabeculations and frequently compression frac- 
tures of the vertebral bodies. In addition, cases 
were not included in this series unless the results 
of serum tests for calcium, phosphate, phos- 
phatase and proteins were within normal range. 

The patients were treated in the following 
manner: They were advised to sleep on a bed 
with a firm mattress and a board under the 
mattress; a spinal support was prescribed in the 
form of a corset of suitable height or a Taylor 
brace; a high protein diet was outlined; 10 mgm. 
of methyltestosterone and 1.25 mgm. of Premarin 
(conjugated cestrogenic substances) was pre- 
scribed with the advice to take the tablet daily 
for six weeks and then, after abstention for a 
week, to resume for another six weeks, and to 
continue this programme. 

There were 42 patients with a diagnosis of 
osteoporosis treated in the foregoing manner; 
33 were women and nine were men. The onset 
of pain in-24 cases was sudden and severe. In a 
few cases there had been mild discomfort before 
the onset of severe pain. In five cases the pain 
had appeared gradually over a period of time 
and in the remaining cases the onset was inde- 
terminate. In only one case in which the onset 
of pain was gradual was there more than 


*Fellow in Surgery, Mayo Foundation. 
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minimal compression fracture of the vertebral 
bodies present and there were only eight cases 
in the entire group in which no compression 
fractures were seen. In reviewing all of the eight 
cases without visible fracture, it was found that 
either roentgenographic examination of the entire 
spinal column had not been carried out, or the 
osteoporosis was too minimal for it to be ascribed 
convincingly as a cause of the symptoms noted. 
It is quite suggestive that osteoporosis in itself 
does not produce back pain, but that the symp- 
toms are due to compression fractures of the 
vertebral bodies. 

Many of these patients were aware of a de- 
crease in their height. This was confirmed in 
several instances by measurement. Laboratory 
examination other than roentgenographic ex- 
amination was contributory only in a negative 
manner as previously mentioned. 

We were able to follow up 34 patients who 
took the treatment prescribed. The hormones 
were taken for periods varying from one month 
to two years. No attempt was made to classify 
the varying degrees of relief of pain obtained. 
Twenty-nine of these patients were relieved of 
symptoms following treatment, but of this group 
four patients had recurrence of pain following 
some relief. In not all of these patients was relief 
of pain complete. Five patients were not relieved 
of pain at any time during treatment. These pa- 
tients took the hormone therapy for periods 
varying from two to six months. Ten patients 
had stopped wearing their support and, of these, 
seven considered that their symptoms were 
relieved to a variable degree and three patients 
had no relief of symptoms. In some cases pain 
was relieved immediately after a brace was ap- 
plied. 

In 21 cases, radiographs of the lumbar seg- 
ment of the spinal column were obtained at the 
time of re-evaluation. In 20 of these cases either 
there was no evidence of increased calcification 
of the vertebrz or there was evidence of further 
decalcification. In only one case was there any 
evidence of increased calcification. In several 
instances there was an increase in the degree of 
compression or the number of vertebrze com- 
pressed. 

Side effects noted which could be attributed 
to the hormonal therapy included the following: 
vaginal bleeding in four cases, sore breasts in 
four cases, cedema of the ankles in four cases, 
acne, deep voice and hirsutism each in one case. 








SUMMARY AND CONCLUSIONS 


This study suggests that osteoporosis per se 
is not productive of pain. In most cases due to 
minimal trauma there is a sudden onset of severe 
back pain caused by compression fracture of the 
weakened osteoporotic vertebral body. 

The combined therapy consisting of methyl- 
testosterone and cestrogens, high protein diet, a 
hard bed and a spinal support is useful in the 
symptomatic treatment of osteoporosis. In this 
group of cases this form of treatment has been 
found to have no value in the promotion of re- 
calcification of osteoporotic vertebre during the 
time the patients were observed (up to two 
years). 

We feel, however, that if an elderly patient 
with back pain is proved to have senile or post- 
menopausal osteoporosis, the regimen herein out- 
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lined is worthy of a trial. We are now investigat- 
ing the usefulness of strontium lactate as an 
adjuvant to-calcium in the remineralization of 
the skeleton in man as advocated by Shorr and 
Carter." 
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A COMPARISON OF THE 
METABOLIC EFFECTS OF THREE 
PREPARATIONS OF 
TESTOSTERONE* 


tal 


A. ARONOFF, M.D.,t J. E. GRAHAM, M.D.+ 
and HAMISH W. McINTOSH, M.D.,{ 
Vancouver, B.C. 


THE EFFICACY of testosterone''°* in the treat- 
ment of androgen deficiency has led to the 
synthesis of various preparations of testosterone, 
in an attempt to lengthen and potentiate the 
action of this hormone. The present study of 
three testosterone compounds endeavours to 
compare their potency and duration of activity. 
These three products are testosterone cyclo- 
pentylpropionate (T.C.P.) prepared originally by 
Ott et al.,° testosterone propionate (T.P.), a pro- 
pionic acid ester of testosterone discovered by 
Rusicka® and, lastly, aqueous testosterone (A.T.) 
or free testosterone. 

Experiments on man with testosterone have 
consistently demonstrated the occurrence of 
nitrogen retention® * ** and increased urinary 
17 ketosteroid excretion. These measurements 
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still afford the most sensitive and reliable criteria 
of the metabolic activity produced by test- 
osterone. Eunuchoids are unsuitable for a com- 
parative study of testosterone preparations be- 
cause their clinical and metabolic base lines and 
responses are difficult to evaluate and compare, 
due to variation in the degree of hypogonadism 
in each case. The metabolic response to test- 
osterone in terms of nitrogen retention in these 
androgen deficient men is probably influenced 
by the degree of hypogonadism,° and this would 
invalidate results in a comparative study. We 
believe, therefore, that a valid comparison could 
be made only by studying the effects of these 
compounds in men without androgen deficiency 
or constitutional disease. 


METHODS AND RESULTS 


On three men below the age of 50 with no 
known endocrine or systemic disease, a nitrogen 
balance study was started and in two cases 
electrolyte balance studies as well, The subjects 
were weighed each morning in the fasting state, 
and daily urinary 17 ketosteroid excretion was 
determined. After a three to six day control 
period, 400 mgm. of T.C.P. was given intra- 
muscularly as a single injection. When the 
weight, 17 ketosteroid excretion and _ other 
features returned to control levels, 400 mgm. of 
T.P. was administered and, when the metabolic 
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effects again subsided, 400 mgm. of A.T. was 
given and similar observations were made. Fol- 
lowing each injection, urine was collected daily 
for six days and, subsequently, in three day 
pools throughout. Nitrogen was determined by 
the macro Kjeldahl method,’® the 17 ketosteroid 
of Callow and 


excretion by the method 


TESTOSTERONE 
(MGMS ) 


TIME IN DAYS 6: & & . oa 
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RESULTS 

The metabolic studies in the three cases are 
recorded in Figs. 1, 2 and 3, which refer to cases 
1, 2 and 8 respectively. In all cases, after the 
injection of each compound, there was a weight 
gain but in no instance did it exceed '4 lb. Fig. 
4 shows the actual weight in case 2 and the 





ea 7 D3 KH HB 2 6&6 86 SHS SH 


Fig. 1.—In reference to the nitrogen balance, the intake is scaled down from the base line 
to tie lowest horizontal line. The output extends up from the lowest line to the uppermost 


horizontal line, excluding the base line. 
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Fig. 2.—The explanation for the Na and K balance is the same as for the nitrogen balance 


in Fig. 1. 


Emmens," and sodium and potassium were de- 
termined by flame photometry.’? Food values 
were obtained by analysis of aliquots of the diet. 
Results of liver and kidney function tests were 
normal in all patients.’* Physical activity was 
relatively constant throughout the study. 






weight expected on the basis of nitrogen re- 
tention alone, which may be calculated from the 
formula: grams of nitrogen retained x 27. 

The amount of free testosterone per 400 mgm. 
of T.C.P., T.P. and A.T. is 280 mgm., 336 mgm. 
and 400 mgm. respectively. Measurements of 


. 


\ 











potency and length of activity of testosterone 
in each case are therefore influenced by the 
variation in dosage of free testosterone, a fact 
which must be remembered in interpreting the 
results. There was nitrogen retention in all 
instances following the injection of each com- 
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these criteria was 12, 12 and 15 days with T.C.P., 
6, 6 and 5 days with T.P., and 10, 12 and 13 days 
with A.T. During the activity period of each 
compound, amounts of urinary 17 ketosteroids in 
excess of the amount predicted by the control 
period were added together and the total was 


BODY 160 
WEIGHT 159 
we ~— Oe 


ee 


Ss ee 
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Fig. 4.—Weight changes in one subject as measured and as calculated on the basis of 


nitrogen retention, 


pound and the cumulative amounts are tabled 
in Fig. 5. Potassium balance is charted in Figs. 
2 and 3 and cumulative potassium retention in 
Fig. 5. 

Nitrogen retention and increased urinary 17 
ketosteroid excretion in excess of the control 
period persisted for the same period with each 
preparation. The duration of the action of these 
preparations in the three cases as judged by 


compared with the amount of free testosterone 
in each compound. The percentage dose re- 
covered may be called the “testosterone re- 
covery” and is calculated by the increase in 17 
ketosteroid excretion during the activity period 
x 100 divided by the free testosterone injected. 
The various recovery percentages are recorded 
in Fig. 5. 
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CasE 1.—R.D.W. 


TCP AQT TP 
Duration days ......... 12 10 6 
N: retention (gm.) ...... 11.85 10.22 11.27 
% dose excreted* ...... 39.7 47 54.8 
CasE 2.—G.S. 
Duration days .......... 12 12 6 
N: retention (gm.) ....... 10.7 21.6 8.7 
% dose excreted ........ 39.8 67.9 98.4 
Na retention (mEq.) .. 66.38 122.24 137.26 
K retention (mEq.) ...... 63.24 -24.97 58.27 
Case 3.—J.E.H. 
Duration days ...../.... 15 13 5 
Nz retention (gm.) ...... 50.9 41.7 16.67 
% dose excreted ....... 75.5 48.4 23.4 
Na retention (mEq.) .... 161.95 -38.35 336.7 

224.61 144.7 


K retention (mEq.) ...... 210.57 


*% dose recovered calculated from free testosterone 
present in 400 mgm. TCP = 280 mgm. testosterone. 
400 mgm. TP = 336 mgm. testosterone. 400 mgm. 
AQT = 400 mgm. testosterone. 


Fig. 5.—Comparison of retention of nitrogen, sodium 


and pétassium and excretion of 17 ketosteroids after 
TCP, AQT and TP. 


DISCUSSION 


Although nitrogen was consistently retained 
with each preparation of testosterone, several 
general observations made_ regarding _ this 
balance: are difficult to explain. Nitrogen re- 
tention was delayed for one to three days after 
testosterone was given. In fact there was usually 
a slight negative nitrogen balance’ during this 
period. The reason for this initial loss is un- 
known but it has been observed before. In each 
case T.C.P. showed the most sustained nitrogen- 
retaining action while T.P. had the shortest 
effect. Examination of the cumulative nitrogen 
balances (Fig. 5) shows that there is no correla- 
tion between the amount retained and the dura- 
tion of positive nitrogen balance with any of the 
preparations. In case 3, the cumulative amounts 
of nitrogen retained with each preparation far 
exceeded those in the other two cases. This man 
had a herniated intervertebral disc but other- 
wise his physical health appeared unimpaired. 
This strongly suggests that there are endogenous 
factors in apparently normal men receiving test- 
osterone that influence the degree of nitrogen 
retention. 


These studies do not clarify the mechanism or 
site of nitrogen retention. Kochakian™ in regard 
to this problem observed that the pattern of 
nitrogen retention following testosterone ad- 
ministration to normal and castrated rats is 
similar to that in human subjects. Results of 
those experiments may therefore be applicable 
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to man. Studies on castrated,’* castrated and 
adrenalectomized,® and hypophysectomized 
rats* also showed that nitrogen retention oc- 
curred in response to testosterone. After con- 
tinued administration of the hormone all these 
animals lost weight, despite continued positive 
nitrogen balance; after the effect of testosterone 
had subsided, nitrogen was lost in excess of that 


gained during the period of action. In well fed 


normal animals the increase of protein following 
administration of testosterone was distributed 
evenly in accessory sex organs and the carcass 
but in the undernourished animal, although 
nitrogen retention occurred, the protein gain was 
confined almost exclusively to the secondary sex 
glands. In these animals, there was also a gen- 
eral loss of weight in the face of nitrogen re- 
tention; this loss, was discovered to be due to 
fat loss. 


In the present study, two discrepancies are 
seen when the actual weight is compared with 
the weight expected on the basis of nitrogen 
retention alone (Fig. 4). The first discrepancy 
is observed from a period of about three days 
after each injection and lasts for a varying 
number of days. There was during this time an 
actual weight gain far exceeding that which 
could be accounted for by nitrogen retention. 
This is believed to have been caused by sodium 
retention which was evident at the same time. 
When sodium diuresis occurred the calculated 
weight for nitrogen retention became greater 
than the actual weight gain and, since there was 
no change in physical activity during the study 
and no other evidence of alteration in caloric 
requirement, this second discrepancy in weight 
is assumed to, represent loss of fat, metabolized 
to replace the available calories lost through 
nitrogen retention. This weight difference when 
averaged for each day of the activity period is 
10 to 20 grams and should represent the daily 
fat loss. However, by calculating the amount of 
fat that would have been mobilized in order to 
provide calories lost through nitrogen retention 
alone, a fat loss of two to 10 grams each day is 
arrived at. The fact that the actual weight gain 
did not parallel the calculated weight gain is 
readily explained if it is realized that when 
nitrogen retention occurs available calories are 
lost to the body, resulting in increased fat metab- 
olism. Why a discrepancy exists, however, be- 
tween the amount of fat lost, as calculated by 
the difference in the weight curves and that 


calculated on the basis of nitrogen retention 
alone, is not easily explained. A preliminary 
study has shown that there is no increase in 
caloric requirements following testosterone ad- 
ministration, so that the discrepancy cannot be 
accounted for in this way. There is a possibility 
that testosterone may have a direct effect on 
fat metabolism which would -account for the 
difference. 

The duration of the rise in urinary 17 ketoster- 
oid excretion paralleled the period of nitrogen 
retention and was persistently longer after ad- 
ministration of T.C.P., and shorter with T.P. This 
pattern was also observed by McCullagh’ and 
supports the views of Hamburger and Kaae‘® 
who concluded that a crystalline suspension of 
testosterone is absorbed as slowly as a longer 
acting preparation. 

The testosterone percentage recoveries (Fig. 
5), are extremely variable. They do not cor- 
relate with the total nitrogen retention in any 
given instance, nor does the duration of elevated 
urinary 17 ketosteroid excretion influence the 
percentage dose of free testosterone recovered. 
These marked variations are probably reflections 
of changes in the rate of degradation and con- 
jugation of testosterone within the body which 
are influenced by poorly understood mechanisms. 

When considering the potassium balance, the 
relationship of potassium to nitrogen must be 
remembered. There are 214 to 314 milliequiva- 
lents of potassium retained in association with 
each gram of nitrogen retained in the form of 
muscle tissue. This relationship is commonly re- 
ferred to as the K/N ratio. In this study the 
potassium balance calculated from the K/N 
ratio approximated the actual potassium balance 
(Fig. 3), with the exception of the first few days 
after testosterone was given, when the actual 
potassium retention exceeded the K/N ratio. The 
difference, however, does not appear to be a 
significant one. 

Sodium retention was a constant observation 
persisting for six to nine days after each injection. 
A loss of sodium then occurred although other 
evidence of testosterone activity persisted. The 
reason for this dichotomy is unknown. 


SUMMARY 


The activity of three preparations of testoster- 
one in normal men is compared by means of 
metabolic balance studies which included nitro- 
gen and urinary 17 ketosteroid measurements. 
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The preparations used were testosterone cyclo- 
pentylpropionate, testosterone propionate and 
aqueous testosterone. The duration of nitrogen 
retention and of increased urinary 17 ketosteroid 
excretion was the same in any given instance. 
These two responses were most sustained follow- 
ing the administration of T.C.P. although the 
amount of free testosterone given with this prep- 
aration was the least. No correlation between the 
amount of nitrogen retained and the duration of 
positive nitrogen balance existed. In each case 
the weight gain calculated by the amount of 
nitrogen retained was greater than the actual 
weight increase, This is due to loss of fat metab- 
olized to replace available calories lost through 
nitrogen retention. 

Potassium balances paralleled nitrogen bal- 
ances, while in the case of sodium there was 
consistent retention for a varying number of 
days after testosterone was administered. 


The authors wish to thank Dr. H. F. Hailman of the 
Upjohn Company for the supply of testosterone. 
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RESUME 


Cette communication a pour but de comparer les 
effets —— par trois préparations de testostérone, 4 
savoir: le cyclopentylpropionate (C.P.T.), le propionate 
(P.T.), et la forme libre de testostérone en solution 
aqueuse (T.). Trois sujets normaux de moins de 50 ans 
recurent 400 mgm. de C.P.T. contenant l’équivalent de 
280 mgm. de testostérone libre, en une seule injection 
intramusculaire. Quand Yéquilibre de Tazote se fut 
rétabli, que le poids et l’excrétion quotidienne des 17- 
cétostéroides furent redevenus normaux, une 2e injec- 
tion de 400 mgm. de P.T. (836 mgm. de testostérone 
libre) fut administrée, suivie dans un délai approprié 
d’une 3e injection de 400 mgm. de T. L’accroissement 
pondéral en aucun cas n’excéda 4 livres (1.8 kilos). 
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Chaque préparation eut un effet 4 peu prés identique 
chez les 3 sujets; la rétention azotée étant la plus 
soutenue avec le C.P.T., et la moins longue avec T. 
Commengant trois jours aprés chaque injection, on 
remarqua que l’accroissement de poids de chaque sujet 
excédait de beaucoup ce qu’on pouvait expliquer par la 
seule rétention azotée. ae la cause en ait été une réten- 
tion sodée devint évident lorsque la diurése rétablit 
Yordre des choses. On doit aussi tenir compte d'une 
perte de fuete métabolisée au profit des protéines. Une 
étude préliminaire ayant démontré qu'il n’existe aucune 
augmentation dans les demandes caloriques pendant et 
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amese Yadministration de testostérone, il est donc pos- 
sible que ce produit puisse avoir une action directe 


\.sur le métabolisme des graisses. Les variations dans le 


recouvrement du testostérone ne reflétent probablement 
que les changements dans le taux de dégradation et de 
conjugaison dans l’organisme, sujet dont % mécanismes 
sont encore obscurs. Le rapport potassium-azote demeura 
presque normal pendant toute la: durée des observations. 
La rétention sodée persista pendant les 6 4 9 premiers 
jours, aprés chaque injection, et fut suivie pour une 
raison encore inexpliquée d’une perte de sodium en 
dépit de l’activité persistante du testostérone. M.R.D. 





ACROMEGALY 


J. M. FINLAY, M.D.* and 
R. IAN MACDONALD, M.D.,t Toronto 


THIs PAPER is a review of the clinical, radio- 
logical and endocrinological features of 12 cases 
of acromegaly treated at this hospital in the past 
six years. In four cases autopsy reports are avail- 
able. Some of the recent literature is reviewed 
briefly. 


SumMary OF Cases (Table I) 


The disease is known to occur with equal in- 
cidence in both sexes. The great preponderance 
of males in our group can be accounted for by 
the fact that the ratio of male to female patients 
in this institution is as 48:1. 


TABLE I. 





Duration of disease (from history): From 3 to 36 years 





Sex: 
BND Sv eaceuhisees 6¥iaied Vea wen bene ibe. 
PGES can dhs a0 Gcemaaenade ee 1 

Age at onset: From 20 to 63 years. 
ee OSD OR Sis ania keene 8 patients 
See SP IES ois. 60s Hacc’ ing. 4 euler 1 patient 
Oe 0: TP NN ie iene cd atoewons 1 patient 


50 to 60 years 1 patient(?) 


Wee 0b ele Eh ee ceeween 1 patient(?) 
Height: 
FS A Wie WE asin 0's ewe hens cis ote 7 
Dt SE Sink Sew dd Gace pavers 3 


Initial symptoms: 
Enlargement of face, hands and feet.. 11 
BMI: cole nti se as wie osw «a0 eels 


Fatigue and weakness .............. a 
RE OE. MOND a wise kd dks non aab ne 7 
Me be pat SA aah ok one one ans 6 
WOR WORE: ie pew k ead bey es 5 
Blneriaw 66 WG iki ois oncaeid oe biel 1 
PA vie hs pisot ha oko sis 1 
Increased sweating ...............6- 1 
Attacks of dizziness ................ 1 





*Formerly of the Medical service, Sunnybrook D.V.A. 
Hospital, Toronto. 
{Chief of Medicine, Sunnybrodk D.V.A. Hospital, Toronto. 


The common age of onset is between 20 and 
30 years of age. The two cases in the 50 to 63 , 
year age group gave vague histories, had 
moderately advanced disease when first seen, 
and were considered to have had the disease 
for many years. Hemorrhage from a gastric 
ulcer, carcinoma of the colon, acute small bowel 
obstruction and acute myocardial infarction were 
the causes of death in the four patients in this 
series. From this study the patient with un- 
complicated acromegaly appears to have an 
excellent life expectancy. Three of the patients 
were unusually tall. 

Acromegalic facies and enlargement of the 
extremities were the commonest initial symp- 
toms. Headache, fatigue, loss of libido, arthralgia 
and back pain were frequent complaints. Six of 
the seven patients with headache complained of 
frontal pain. Orbital, bitemporal and occipital 
pain occurred much less frequently. 





TABLE II. 
Number of 

Signs: patients 
a er reer ee 12 
Enlargement of hands and feet ............ 10 
DE s avens es eee thee co cede cee 6 
I Bee asia G6 a.e picao Chaise cn ceciele Fe 5 
Ee ne ee ee ree 5 
POPE Seeks Fol eo i eu nes cde e ys 4 
PRIN 5 6 ow o'b50 8 8 006 bce ods aes 2 


‘Loss of muscle power, muscle atrophy and 


yramidal tract lesion ..............-. 2 
Sk ies i ietht's 364 CEOS OK oD 2 
RE Sr eat Soe kine Bee bE ae 1 
MI. % Picae FREES oe es he Reh aPeh ee deo ees 1 
IN i io 5 6 bi ha nS AA we Rd 1 
Cardiac enlargement ..............-.ee0e- 1 
EE GUNIIEE nn 5 vc ce Sales cacc cece’ 0 

Biochemistry : 
Abnormal glucose tolerance curve .......... 5 
Elevated basal metabolic rate 
te ARMED 05s 0400-0 was 690660 oe 4 
Elevated fasting blood sugar .............. 1 
Elevated serum phosphorus .............-. 1 
Increased urinary 17-ketosteroids .......... 1 
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Fig. 1 
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Fig. 2 


Fig. 2.—Acromegalic hand (A) compared with normal hand (N). 





Fig. 3 


All cases showed enlargement of the jaw 
(Fig. 1) ranging from early mandibular promi- 
nence to pronounced prognathism with spacing 
of the teeth, malocclusion and increased ramus- 
body mandibular angle (Table II). Overgrowth 
of bone and subcutaneous tissue had resulted in 
square, broadened hands in 10 patients (85%) 
(Fig. 2). Except for macroglossia, splanchno- 
megaly was an uncommon clinical finding (Fig. 
3). Thoracic kyphosis was present in four pa- 


Fig. 4 


tients, and lumbar kyphosis in one (Fig. 4). Five 
patients had upper temporal or temporal field 
constriction, varying from slight to complete, 
which was quite unrelated to the size of the 
sella turcica (vide infra). Hypertensive blood 
pressure levels, varying from 145 to 195 mm. 
Hg systolic, and from 95 to 120 mm. Hg diastolic, 
were present in only four cases. Three patients 
had signs of central nervous damage as recorded 
in Table II. Epilepsy occurred in two patients, 
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in one of whom there was a brief episode of post- 
operative grand mal convulsions, which was 
readily controlled. Recurrent attacks of petit mal 
and uncinate fits occurred in the second patient 
in whom there was radiological evidence of uni- 
lateral pituitary tumour expansion. 


Normal fasting blood sugar levels were found 
in all but one of the group, and in this patient 
the level was 1385 mgm. %. In five patients the 
normal fasting level was followed by an ab- 
normal glucose tolerance curve. Of these curves, 
one was of prolonged diabetic type; two rose to 
an abnormally high peak at one hour, one main- 
tained an abnormally high level at three hours, 
and the remaining curve was flat (Fig. 5). In 


2Bo 
200 
4L00D 
SUGAR = 
” so 
6 
*7 
100 
4 
#0 
ar a 
1 
TIME Gur) * . 
ABNORMAL GLUCOSE TOLERANCE CURVES IN ACROMECALY 
Fig, 5 


four out of nine patients, the basal metabolic 
rate (determined as part of the routine laboratory 
investigation) was found to be elevated, and 
ranged from 124 to 200%. Serum phosphorus 
level, determined in two cases, was elevated in 
one at a time when the disease seemed clinically 
quiescent. An increase in urinary 17-ketosteroid 
excretion was noted in one of three patients in 
whom this value was determined. 


DISCUSSION OF THE CLINICAL FEATURES 


The recent literature contains references to a 
number of interesting features of acromegaly. 
The disease is thought to be familial, and may 
be associated with other: endocrine disorders in 
the siblings or parents. It is said to be commoner 
in tall races.’ A familial history was not found in 
any of our cases, and only three patients were 
over six feet in height. 
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Headache, described as an early symptom, is 
now considered by some to be a hyperhormonal 
effect, rather than secondary to distension of the 
dural sac. The frequent lack of relief resulting 
from extirpation or irradiation of the pituitary 
tumour, is thought to lend support to this view.’ 

The increase in muscular strength, libido and 
potency frequently occurring in early adult acro- 
megaly, and the normal or large genitals associa- 
ted with incomplete secondary sexual character- 
istics in adolescent acromegaly, are ascribed to a 
temporarily increased adrenal cortical secretion 
of androgen. A coexisting hypersecretion of 
adrenal oestrogen is thought to be responsible 
for the association of abnormal strength with 
impotency and loss of libido. The amenorrhea, 
anovulatory menstruation or menorrhagia which 
may occur in the female is explained in a similar 
manner. 

Increased secretion of growth hormone in both 
adolescents and adults is responsible for the 
characteristic skeletal changes, enlargement of 
internal organs, and hypertrophy of cartilage, 
cutaneous and subcutaneous tissues. Skeletal 
growth in the adult is limited by the absence of 
the epiphyseal plate, which is the principal 
means for longitudinal growth. 

Bone growth in acromegaly is accomplished 
by endochondral: ossification of articular carti- 
lages, periosteal apposition of bone, and mould- 
ing resorption of bone, occurring at certain 
specific sites. This bone growth produces. the 
well-known features of enlarged sinuses and 
thickened skull; the lengthened mandible and 
obtuse mandibular angle; tufted, broadened and 
lengthened phalanges; exostoses; kyphosis and 
degenerative arthritis, and accounts for the strik- 
ing similarity of facial and body configuration 
between afflicted patients.’ 

Enlargement of internal organs, although diffi- 
cult to detect clinically, has been noted fre- 
quently at post mortem examination. A variable 
degree of splanchnomegaly was found in four 
patients of this series, at autopsy examination. 
The degree of enlargement was not equal in the 
various organs, nor was it greatest in all organs 
in any one individual. The liver and kidney 
weights were greatest in patient A.T., but in 
another patient the heart weighed the same, and 
the spleen was heavier in two other patients 
(Table III). | 

The increase in organ weight was not striking 
in patient R.H. The liver showed the greatest 
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TABLE III. 
Patients 

A.T. C.E. C.F. R.H. 
Height (in. ) 67 67 71 
Weight (Ib.) 150 160 yale 160 
Duration of disease 7 yrs. 13 yrs. 36 yrs. 2 yrs. 
Age at death 59 yrs. 68 yrs. 58 yrs. AO yrs. 
Cause of death Myocardial Small bowel Gastric Carcinoma 

infarction obstruction hzemorrhage of colon 
Normal 

Organ weight 
Heart 300 gm 550 gm. 485 gm. 550 gm. 335 gm. 
Liver 1,500 “ |3,040 “ 2,150 “ aia. * 2,400 “ 
Spleen 150 385 “ 545 “ 410 “ —. 
Pancreas 100 “ 120 “ a” ade 
Adrenals 5° * _ or sas ute 
Kidneys 315 * 540 “ 535“ 460 “ 390 “ 
Thyroid 40 oe iw Pee ae 
Testes 80 “ | (atrophic) a 7 (enlarged ) (normal ) 
Brain 1,250 “ | 1,460 gm. 1,280 “ Sreths 1,570 gm. 
Pituitary 04 to 06 “ — were 5.75 gm. 5 

(adenoma ) (adenoma ) (adenoma ) ( hyperplasia ) 





increase in size, but a metastatic nodule in this 
organ was responsible for some of this increased 
weight. The pituitary, at the upper limit of 
normal weight, did not show adenoma forma- 
tion, but only diffuse hyperplasia of acidophil 
cells. The diagnosis in this patient was based on 
both clinical and autopsy data, and it is possible 
that the lack of marked splanchnomegaly is at- 
tributable to the brief duration of Acromegaly. 
Atkinson* reported central nervous %ystem 
lesions which included visual field defects, 
pyramidal tract signs, sensory disturbances, 
muscular atrophy, ataxia and epilepsy. The im- 
portance of visual field defect as an early or 
common sign in acromegaly was not confirmed 
in the present series. Visual field defect was 
demonstrated in five out of 12 in this group, and 
its presence or absence seemed to bear no rela- 
tion to the size of the sella turcica. In these five 
patients the sella was abnormally small in one, 
abnormally large in two, and within normal 
limits of size in two. The various neurological 
findings have been explained as local manifesta- 
tions of an expanding tumour impinging upon 
surrounding structures. Dependent upon whether 
pituitary expansion takes place in an antero- 
superior, posterosuperior or lateral direction, 
there will appear signs of pressure on the optic 
chiasma, on the cerebral peduncles and inter- 
peduncular structures, or on the uncus of the 
temporal lobe. However in the one patient in 
this series with pyramidal tract signs, the patho- 
genesis was quite different, and the lesion was 
secondary to a combination of bony overgrowth 


of the posterior margin of the foramen magnum 
and compression of the medullary pyramids, by 
an intact arteriosclerotic aneurysm of the verte- 
bral artery. Although the tumour is benign, it 
may become invasive as it expands, and act as a 
malignant neoplasm. Rarely, it may result in 
subarachnoid hemorrhage, if vascular structures 
are involved.‘ 

Acromegaly is associated with an increased 
incidence of diabetes (from 25 to 40%), which 
usually makes its appearance about nine years 
after the onset of skeletal changes.’ Acromegalic 
diabetes may vary from mild innocuous forms 
to severe, insulin-resistant forms; its severity 
seems to fluctuate with the exacerbations and 
remissions of the primary disease. Recognition 
and control of the diabetes are often difficult. 
Polydipsia, polyphagia and polyuria occur com- 
monly in acromegaly even in the absence of dia- 
betes. Fasting blood sugar levels may be quite 
normal, but be followed by a glucose tolerance 
curve characteristic of severe diabetes. Marked 
insulin-resistance may be present even in mild 
diabetes, and because of a high renal threshold 
frequent blood sugar estimations may be neces- 
sary. Experimental and clinical evidence® has 
suggested several possible hormonal mechanisms 
in the production of acromegalic diabetes. In 
early acromegaly, diabetes may arise from 
peripheral interference with glucose utilization; 
or from increased glucose production and libera- 
tion, either directly by the pituitary or indirectly 
through the adrenal; or from inhibition of release 
of insulin by direct pituitary action on the 
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pancreas. Early in the disease any of these 
mechanisms can produce temporary diabetes. 
This is characteristically resistant to treatment 
and may run a fluctuant course. In late acro- 
megaly, after a sufficiently long period of time, 
the same mechanisms can produce exhaustion of 
pancreatic islets and beta cell degeneration, 
resulting in permanent diabetes mellitus. 


In the majority of cases of acromegaly with an 
elevated basal metabolic rate, there is an en- 
larged adenomatous colloid goitre which seldom 
is accompanied by clinical thyrotoxicosis. 
McCullagh et al. recently reported that the up- 
take of radioactive iodine is at low or low-normal 


levels. Since the uptake of orally administered: 


radioactive iodine is correlated with the physio- 
logical activity of the thyroid gland these authors 
suggested that the accelerated metabolism is not 
due to thyroid overactivity, but to a pituitary 
“metabolism-stimulating principle,” which they 
claim has been differentiated from thyrotropin, 
prolactin and growth hormone. 

The findings in an acromegalic patient recently 
observed by us, not included in this series, cast 
doubt on the above hypothesis. In this patient, 
the levels of serum “protein precipitable” iodine 
and of the radioactive iodine uptake were ab- 
normally high, and were associated with signs 
of thyrotoxicosis. 

Specific biochemical changes associated with 
the active phase of acromegaly have been re- 
ported. An increased excretion of urinary crea- 
tine and creatinine during exacerbations was 
noted by Schrire and Sharpey-Schafer in 1938. 
In 1942, Albright reported an elevation of serum 
phosphorus during the active phase. Stimulation 
of the adrenal cortex results in an increase in 
urinary 17-ketosteroid excretion. Although the 
value of these determinations has not been fully 
assessed, attempts have been made to use them 
to follow the activity of the disease during and 
after treatment. 


RADIOLOGICAL CHANGES 


A generalized overgrowth of bone, character- 
ized by cortical thickening with circumferential 
increase and coarsening of structure, was 
present in the majority of the patients in this 
series. Irregular ossification at the sites of muscle 
and ligamentous attachments, and calcification 
extending into tendons and ligaments, lent a 
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coarse, massive, roughened appearance to most 
affected bone. Some of the radiological features 
are listed in Table IV. 


TABLE IV. 





I. Skull 
(a) Sella turcica 
1. Area: (normal: from 70 to 130 sq. mm. ) 


ee: - Or NS Rs as eae ce wun ts 3 
Re ee SP I ie ih See dss wees 4 
250 sc. mim. QR OVER yw. oe co es ce eee 5 
2 Erosion of clinelds <5. si 6 csc ce eee ccces 9 
8. Erosion of floor—Unilateral ............ 2 
MAAR a Cua so ox es 4 

(b) Calvarium 
1. Accessory sinus enlargement ............ 8 
S; TRE OR. OUNG 5 ois vin ce can da ch ewves 6 
Se 4 

(c) Mandible 
1. Prominence of symphysis menti .:...... ll 


2. Obtuse mandibular angle: 120° to 130°.. 6 
185° to 145°.. 4 
8 


ee 


3. Malocclusion 


Il. Vertebre 
1. Enlargement of vertebral bodies ........ 6 
2. Enlargement of apophyseal joints ........ 2 
Ill. Thorax 
1. Widening of costochondral junction ...... 6 
2. Widening of medial ends of clavicles .... 2 


IV. Hands and feet (Phalanges and small bones ) 


1. Broadened, coarse shafts ............... 8 
2. Enlargement of terminal tufts .......... 8 
ee Se 5 
4. Mushrooming of shafts into heads’...... 2 
5. Obliteration of medullary cavity ........ 2 





The normal range of the lateral contour area 
of the sella turcica is said to vary from 70 to 130 
square millimetres.’ In nine patients, the sella 
was larger than normal, in two it was norma! 
and in one it was much smaller than normal. 
Although sellar expansion was commonly asso- 
ciated with erosion of anterior and posterior 
clinoids, the diaphragma sellz appeared to hold 
the tips of the clinoids in normal relationship. In 
this group, the diaphragma sellze appeared to 
resist upward growth, the cavernous sinuses 
lateral growth, and the main direction of erosion 
was postero-inferiorly into the basisphenoid and 
basiocciput. In two cases erosion of the floor was 
unilateral. 

The frontal sinuses were commonly enlarged 
and, in one case, enlarged maxillary sinuses ex- 
tended well down into the superior dental 
alveolus. Serial radiography revealed that frontal 
sinus enlargement occurred by lengthening and 
convex bulging of the anterior wall with ex- 
pansion in superior and lateral directions (Figs. 
6 and 7). In one case such enlargement was ac- 
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Fig. 6 


Fig. 6. (Case 9).—Lateral x-ray view of skull to show frontal sinus, 
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taken in 1945. 


Fig. 7. (Case 9).—Lateral x-ray view of skull, taken in 1947, to show marked enlarge- 
ment, extension and convex bulging of frontal sinus. 





Fig. 8 


Fig. 9 


Fig. 8.—Anterior accretions of new bone on vertebral bodies. Dotted line represents anterior 
limit of original vertebral body. Fig. 9.—Enlarged lumbar apophyseal joints, (Same patient as 


in Fig. 4). 


companied by honey-combing of the sinus by 
numerous new, small bony septa. Accentuation 
of the external skull markings and thickening of 
the calvarium to as much as 12 millimetres was 
a common finding. In some cases calcification 
was noted in the falx cerebri and sagittal sinus. 
Malocclusion of teeth, secondary to enlargement 
of the inferior dental arch, was less common 
than prominence of the symphysis menti. In- 
crease in the mandibular angle and in total 





length was common. The majority of these pa- 
tients were edentulous. 

Other interesting skull changes included 
elongation and segmentation of the styloid pro- 
cesses; calcification of the stylohyoid and thyro- 
hyoid ligaments and more extensive pneumatiza- 
tion of the mastoids, the cells of which were 
larger than normal. 

Widening of the vertebral bodies, most evident 
in the low dorsal vertebree, was present in 50% 
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of the group. Above and below this level the 
vertebral bodies tapered off to normal width. 
Anterior and lateral accretions of new bone, 
demarcated from the original vertebral body by 
indentations at the anterior limit of the superior 
and inferior epiphyseal plates, were responsible 
for the widening. These measured as much as 
6 mm. in thickness (Fig. 8). Increased length and 
massiveness of apophyseal joints was present in 
the cervical spine in one case, and in the lumbar 
spine in another. In the latter case these joint 
changes had produced marked lumbar kyphosis, 
severe localized pain and signs of nerve root 
pressure (Fig. 9). 

Fusiform widening of the ribs at the costo- 
chondral junction was present in 50%, and pro- 
duced a palpable step-like deformity at that site 
in at least two cases (Fig. 10). Enlargement of 





Fig. 10 


Fig. 10.—Deformity of costochondral junction. Fig. 11.— 
‘‘Mushrooming” deformity in small bones of feet. 


Fig. 11 


the medial ends of the clavicles was also noted. 
Frequently, the ribs were coarsely trabeculated. 

Tufting of distal phalanges and cortical 
thickening, broadening and coarsening of the 
phalanges and small bones of hands and feet, 
were observed frequently. This roughening and 
ridging was noted also in some of the vertebral 
spinous processes. Obliteration of medullary 
cavity, secondary to advanced cortical thicken- 
ing, was present in some cases. Circumferential 
overgrowth of the heads of some metatarsals and 
metacarpals resulted in an appearance of “mush- 
rooming” of the shafts into the heads of the 
bones (Fig. 11). The sesamoid bones in the hands 
and feet appeared to be slightly larger and more 
common than normal. An increase in hand size, 
observed over an 11 year period in one case, 
appeared to occur primarily by elongation of 
the phalanges and metacarpals. Degenerative 
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joint changes and loose body formation were 
frequent. Ossification of tendons and ligaments 
was noted also in the extremities. Slight gen- 
eralized osteoporosis was present. 


DISCUSSION OF THE SKELETAL CHANGES 


The widening of vertebral bodies and fusi- 
form enlargement at the costochondral junction 
of the ribs are said to be late and specific radio- 
logical features of acromegaly. The costo- 
chondral enlargement has been designated as 
the “acromegalic rosary”. The accretion of new 
bone on the vertebral bodies appears to be due 
to periosteal apposition of bone rather than to 
ossification of the anterior common ligament, 
because it is confined to the exact height of the 
vertebra and does not extend into the anterior 
common ligament opposite the disc space. 

Weinman and Sicher? uphold the theory that 
longitudinal bone growth in acromegaly occurs 
at certain specific sites only, is accomplished by 
endochondral ossification of articular cartilages, 
and is responsible, in part, for the facies and 
body configuration peculiar to acromegaly. The 
phalanges and metacarpal or metatarsals have 
seven articular sites for longitudinal growth, the 
humerus or femur have only two; thus greatest 
overgrowth occurs in the hands and feet. The 
only site for longitudinal growth of ribs is at the 
costochondral junction, hence the distortion of 
rib shape and shape of thoracic cage. Periosteal 
apposition is said to account for circumferential 
bone growth in acromegaly. In the skull, surface 
apposition of bone appears to occur more readily 
in the masticatory skeleton than in the neuro- 
cranium. The growth of the mandible is said to 
be secondary to endochondral ossification at the 
head of the condyle, surface apposition of bone 
in certain areas, and bone resorption in others. 
Spacing of the teeth is secondary to mechanical 
forces. With elongation and widening of the 
mandible the impact of the upper teeth tends 
to fall on the lingual aspect of the lower teeth. 
This, accompanied by the pressure of a hyper- 
trophied tongue, tends to wedge the lower teeth 
outward, resulting in root absorption and 
eventual loss of teeth. 


TREATMENT 


The scope of this study precludes anything 
but a discussion of the broad principles of 
treatment of acromegaly. In this respect, early 
diagnosis ranks highest in importance, if the 
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disfiguring aspects of the disease are to be re- 
tarded or prevented. Unexplained amenorrhoea 
in the female, evidence of prognathism, sella 
turcica enlargement, or metabolic upset resistant 
to treatment, may be the presenting clue. Fre- 
quent periodic examination in suspected cases 
may reveal bone changes, enlargement of the 
sella or change in body configuration, and estab- 
lish the diagnosis. In an attempt to recognize 
minor clinical changes, serial photographs or 
plaster replicas have been advised.’ Similar 
periodic examinations, at least annually, will aid 
in the recognition of reactivation of the disease 
after treatment. Certain biochemical estimations 
may prove to be of diagnostic aid in the future. 

X-ray therapy is indicated in all early cases 
with an established diagnosis, in all advanced 
cases showing signs of reactivation, progressive 
visual field defect or intractable headache, and 
postoperatively in all patients who have under- 
gone removal of the tumour. 

Surgical removal of the pituitary adenoma is 
recommended for rapidly progressive visual field 
defects not responding to radiation, for evidence 
of extension of the tumour, and for young females 
in whom six months of adequate x-irradiation 
has failed to control the disease.’ 

Deep x-ray therapy was given to six of the 12 

patients in the present series. One of these pa- 
tients also underwent surgical removal of the 
tumour. After x-irradiation one patient had remis- 
sion of the disease and restoration of potency, 
and in two cases amelioration of headache with 
improvement in visual field defect occurred. No 
change was noted in the remaining three cases. 
In one case, of a young woman with amenorrhoea 
and rapidly progressive visual field defects, x-ray 
therapy was of no benefit, and ultimately she 
underwent two operations for the removal of the 
tumour. Postoperatively, headache and visual 
field defect vanished and, as far as is known, she 
subsequently has remained in good health. 
Non-specific therapy includes the use of test- 
osterone for hypogonadism’ and hypopituitarism, 
cortisone with or without desoxycorticosterone 
for adrenal insufficiency, and Dexedrine sulphate 
for lassitude. The results of such treatment are 
variable. The anzemia associated with advanced 
disease, although resistant to iron or liver therapy, 
may respond to testosterone. Some authors be- 
lieve oestrogen therapy is contraindicated because 
it is suspected to cause enlargement of the 


tumour. 
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CONCLUSIONS 


From the present study it may be concluded 
that visual field defect is not a common early 
sign of acromegaly, and that radiological changes 
and changes in the face and body are of greater 
importance in establishing early diagnosis. Im- 
paired carbohydrate metabolism and elevation 
of basal metabolic rate are frequently associated 
with the disease. The size of the sella turcica 
bears no relation to the presence of visual field 
defects, and because of apparent resistance 
superiorly and laterally, the common direction 
of bone erosion is postero-inferiorly. Because of 
the nature of bone growth in acromegaly, de- 
generative joint changes, osteophytosis and 
kyphosis are to be expected. 


SUMMARY . 


1, The clinical features of 12 cases of acro- 
megaly are noted, in four of which the degree 
of splanchnomegaly found at autopsy is listed. 

2. The radiological findings are reviewed. 

3. Some of the recent theories regarding the 
disease are presented. 

4. The prevention or retardation of acro- 
megalic disfiguration is dependent not only upon 
adequate specific therapy, but also upon early 
recognition of the disease and of its reactivation. 


The authors wish to thank Dr. D. T. Burke of the 
Department of Radiology, Sunnybrook Hospital, for his 
invaluable assistance and encouragement. 
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RESUME 


Les auteurs rappellent les particularités cliniques, 
radiologiques et endocrinologiques de lacromégalie, 
telles qu’illustrées par une série de 12 cas quils eurent 
récemment sous leurs soins. La maladie serait familiale 
et accompagnée d’autres troubles endocriniens chez les 

roches. On la prétend plus fréquente chez les races 
de haute taille. La céphalée du début serait d’origine 
hormonale. Les altérations du squelette et l’hyperplasie 
des viscéres, cartilages et téguments sont le résultat 
d’une augmentation dans la sécrétion de hormone de 
croissance. La croissance osseuse s'accomplit par ossi- 
fication endochondrale des cartilages articulaires, ap- 
position périostique et résorption osseuse se produisant a 
certains endroits déterminés. Certains viscéres ac- 
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cusent des proportions supérieures 4 la normale. Les 
hémianopsies ne furent pas un symptéme précoce dans 
la présente série. Bien que la tumeur soit bénigne, elle 
peut se comporter comme un néoplasme malin, en 
envahissant les structures adjacentes, et si celles-ci sont 
vasculaires, une hémorragie sous-arachnoidienne peut 
méme se produire. Le diabéte apparait habituellement 
vers la Ye année de I|’évolution clinique; il est variable, 
insidieux, et difficile 4 contréler. La plupart des acro- 
mégaliques ayant un métabolisme basal élevé sont 
porteurs d’un goitre adénomateux. La mobilisation de 
Yiode radio-actif est cependant réduite ou a peine nor- 
male et rarement voit-on des manifestations cliniques 
de thyréotoxicose. Les poussées évolutives sont marquées 
par une augmentation de |’excrétion de la créatine et de 
la créatinine urinaires ainsi que des 17-cétostéroides, 
ainsi que d'une élévation du phosphore minéral du 
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sérum. Un épaississement généralisé des os, ainsi qu'une 
ossification irréguliére 4 l’insertion des muscles et des 
tendons, une calcification de ces tendons et de certains 
ligaments caractérisent l’apparence radiologique. Les 
parois craniennes peuvent avoir jusqu’A 12 mm. d’épais- 
seur et méme plus. Cinquante pour cent des cas 
montrérent un élargissement des corps vertébraux, tout 
particuliérement dans la ‘région dorsale. Le soi-disant 
“chapelet acromégalique” est le résultat de l’agrandisse- 
ment fusiforme = la jonction des cétes et de leurs 
cartilages. Le traitement par exérése chirurgicale de 
Yadénome pituitaire est recommandé dans les cas de 
diminution rapide du champ visuel n’ayant pas répondu 
a Virradiation, ainsi que pour les jeunes femmes qui, 
aprés 6 mois de radiothérapie, montrent encore des 
signes d’activité. L’opothérapie de remplacement semble 
quelquefois donner des résultats. M.R.D. 





ARTHROPLASTY OF THE 


HIP JOINT® ; 


ALEXANDER GIBSON, F.R.C.S.(Eng.), 
Winnipeg 


ARTHROPLASTY literally means moulding or shap- 
ing of a joint. From a surgical point of view, it 
means renovation of a joint which has been im- 
paired by degeneration, by abnormality of 
growth, by trauma or by disease. It is an effort 
to improve the function of the joint, not to make 
a normal joint. In other words, it is a job of 
salvage, not of reconstruction. Under what 
circumstances should it be undertaken? 


POSSIBLE INDICATIONS 


1. Disorders of growth. (a) Old coxa plana 
(Legg-Perthes’ disease). (b) Old slipped epi- 
physis. (c) Old congenital dislocation of the hip. 

2. Trauma. (a) Old fracture-dislocation of the 
hip. (b) Ununited fracture of the neck of the 
femur; necrotic head. (c) Recent fracture of the 
neck of the femur (?). 

3. Degeneration. (a) Osteoarthritis. (b) Irradia- 
tion necrosis. 

4, Disease. (a) Healed acute arthritis: septic; 
gonorrhoeal. (b) Atrophic arthritis (?). 


\ 


x 
CONTRAINDICATIONS 
(1) Tuberculosis, (2) Marie-Striimpell dis- 
ease. (3) Charcot’s disease. From a symptomatic 
point of view, there are four features to be 
assessed in connection with hip disability. 


*Read at the sectional meeting of the American College 
of Surgeons, Omaha, Neb., March 4, 1954. 


1. Pain. This may vary from little more than 
an annoyance to a degree of severity that 
menaces every activity, forbidding work, banish- 
ing recreation, and interfering with sleep. Pain 
is the compelling symptom demanding allevia- 
tion. It is usually enhanced by muscle spasm, a 
protective reflex. 


2. Limp. This may be due to pain alone, to 
muscle spasm, to muscle inadequacy or to 
mechanical disharmony of the joint surfaces. 


3. Shortening. This may be actual, real shorten- 
ing, or functional shortening associated with 
fixed flexion and adduction. 


4. Instability. There are many causes for this; 
the weakness of gluteal muscles as after polio- 
myelitis; discontinuity of bone as in ununited 
fractures of the femoral neck; the shearing action 
of body weight as in the dysplastic acetabulum 
or the misshapen head in old cases of coxa plana. 


THE AIM OF SURGICAL INTERVENTION 


Very rarely is it possible to get rid of all of 
these disadvantages. One has to select. The two 
qualities that a serviceable hip-joint must possess 
are stability and freedom from pain. One must 
be prepared to compensate for shortening by 
raising the shoe, and to ignore the presence of 
a limp. If stability and freedom from pain are 
the two essentials, these can be most easily 
achieved by arthrodesis, a choice made by many 
orthopedic surgeons, especially in Great Britain. 
An increasing number of workers have felt that if 
it is possible to attain freedom from pain along 
with stability while preserving a reasonable 
amount of mobility, the functional gain is con- 
siderable. If both hips are stiff, progression is 
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very laborious; if one hip and the opposite knee 
are ankylosed, the plight of the patient is serious. 
Elimination of the waste products of the body in 
the cramped quarters of a “comfort station,” or 
the lavatory of a railroad train, becomes a major 
undertaking. These are instances where an at- 
tempt to secure movement at the hip-joint be- 
comes mandatory. Even such ordinary activities 
as riding in a public conveyance, sitting in a 
boat, or merely putting on one’s own socks and 
shoes and being able to tie the laces are divi- 
dends that make some mobility at the hip-joint 
an investment not to be lightly ignored. Provided 
stability and freedom from -pain are assured, 
every scrap of controlled mobility at the hip- 
joint is, to use financial slang, “pure velvet.” 


METHODS OF ACHIEVING MOBILITY 


The seniors among us can recollect a number 
of stages in the evolution of arthroplasty. The 
first stage in this development was opening the 
joint, re-shaping the head, and replacing it. 
Sometimes this was attended with a fair measure 
of success. The main disadvantage was that the 
head, unprotected by a layer of compact bone, 
tended to get smaller, with resurgence of pain 
and instability. All in all this procedure was not 
a success. Next came the use of a fascial cover- 
ing for the head. This was intended to provide 
smoothness of action in the joint as well as cover- 
ing for the denuded bone. It did not work out 
that way. Sometimes the fascial wrap was ex- 
truded, and generally, if retained, it formed ad- 
hesions which were painful and at the same time 
restrictive in their action. A cardinal advance 
was made when Smith-Petersen introduced the 
vitallium cup. The improvement in results was 
very gratifying. During the last 15 years, in- 
numerable patients have secured freedom from 
pain, and have been enabled to resume work, 
to take part in physical recreations, and to travel 
in comfort as a sequel to this notable contribu- 
tion to surgical progress. 

The latest step was the introduction by the 
brothers Judet of Paris of a plastic femoral head. 
In the use of this apparatus, enthusiasm has per- 
haps outrun discretion. Every surgical innova- 
tion must find its appropriate niche by a process 
of trial and error. We are at present passing 
through this experimental stage. There are 
femoral heads made of acrylic resin, of nylon, of 
orlon, of vitallium, and of stainless steel. Varia- 
tions in design are too numerous to mention. 
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For some enthusiasts the urge to decapitate has 
at times proved irresistible; it must be conceded 
that a fair number of innocent heads have been 
snatched untimely from the shelter of the ace- 
tabulum. Several years will probably pass before 
definite conclusions are reached regarding the 
exact indications for the use of a prosthesis, the 
best material to use, and the most serviceable 
pattern. At the present moment the one fairly 
clear indication is non-union of fracture of the 
femoral neck. 


THE SURGICAL APPROACH TO THE Hip-JOINT 


Certain physiological considerations are of 
prime importance. For their elucidation we owe 
much to the work of Verne Inman. He has 
emphasized the importance of the gluteus medius 
and minimus and of the ilio-tibial band, the taut- 
ness of which is controlled by the tensor fascize 
late and the gluteus maximus, There should be 
as little interference as possible with the func- 
tions of these muscles. Bearing in mind the 
fundamental tenet of all surgery “primum non 
nocere,’ what principles should guide the oper- 
ator in his approach? (1) Avoid interference with 
the nerve supply of muscles. So far as possible, 
make incisions between, not through, nerve 
territories. (2) Separate muscles from one 
another, do not split them. Apart from nerve 
damage, muscle which is a highly organized. and 
very vascular tissue can be permanently and 
irreparably injured by hemorrhage and tearing. 
This is particularly so in the case of the gluteus 
maximus, with the great vascular network which 
underlies it. (3) The approach should be flexible 
enough to permit treatment of any lesion about 
the hip; above, below, in front, and behind as 
well as in the joint itself. (4) It should afford a 
good view of the whole field of operation. (5) 
Inasmuch as many of the patients treated are 
elderly and feeble, the operative work should 
entail the least possible less of blood, and should 
be accomplished as rapidly as possible. 

The two main lines of approach are the 
anterior, associated with the names of Sprengel 
and Smith-Petersen, and the postero-lateral intro- 
duced by Langenbeck, extended by Kocher, and 
described more elaborately during the last few 
years. Of these two the postero-lateral is more 
anatomical, more physiological, more extensible, 
more comprehensive, more rapid, and very much 
less bloody. Both these approaches have been 
adequately described and illustrated. 
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AFTER- TREATMENT 


In the first flush of enthusiasm considerable 
effort was devoted to exercises and ‘training. In 
several unusually favourable cases, the restitu- 
tion of function was beyond expectation. More 
recently one has employed a plaster bar between 
the lower limbs to maintain abduction for three 
to four weeks, while the patient exercises by 
means of a trapeze attached to an overhead bar. 
A recent case was treated by bed rest alone for 
12 days; the patient was allowed up on the 
twelfth day, began to walk with crutches on the 
sixteenth day, and returned home on the twenty- 
fourth day. It is probable that one should not 
set one’s sights too high. Let us never forget that 
bone structure is only one element of the joint 
mechanism; these are damaged joints with which 
we are dealing, and if we secure stability, free- 
dom from pain, and a reasonable amount of 
mobility, let us be satisfied. 


CHANGES IN THE FEMORAL HEAD 

UNDERLYING A VITALLIUM CuP 

The opportunity to examine a case post 
mortem has presented itself on three occasions. 
The first patient died of metastases from mam- 
mary cancer one year after operation. The cup 
itself was bright and polished as on the day it 
was inserted; the head of the bone appeared to 
be covered with cartilage, but microscopic exam- 
ination proved this to consist of fibrous tissue 
only, there being no cartilage cells. The second 
patient, a band leader, died of bronchial carci- 
noma three and a half years after operation. In 
this case the cup showed no trace of erosion, and 
the head was covered with a smooth and ap- 
parently cartilaginous layer; microscopic exam- 
ination showed the surface layers to consist of 
fibrous tissue, but in the deeper part there were 
unmistakable cells of articular cartilage over- 
lying the cancellous bone of the head. The third 
patient, aged 81, died of senility some months 
ago. He had had bilateral operations for osteo- 
arthritis, the first at the age of 71 in June 1948, 
the second at his own insistence in January 1945. 
In this case also, the head was covered by what 
appeared to be normal articular cartilage. Micro- 
scopically there was definite cartilage-cell forma- 
tion. 

The appearance found in these three cases 
seems to suggest that pressure added to gliding 
movement provides the necessary physical 
stimulus for the metaplasia of cartilage from 
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fibrous tissue. It prompts the speculation whether 
it may not be ‘possible at some time to remove 
the cup, leaving cartilage to cartilage contact. 


PROSTHESIS OR Cup? 


The vitallium cup has proved so satisfactory in 
my experience that I have used the prosthesis on 
relatively few occasions in the treatment of 
osteoarthritis of the hip. In the case of the “dead 
head,” there is no choice. To this difficult prob- 
lem the prosthesis has so far offered a very satis- 
factory solution. Where a choice is possible as in 
osteoarthritis, the cup would appear to be pref- 
erable. If the operation should prove unsuc- 
cessful, for example, because of infection, the 
prospect of further repair is considerably less 
attractive when a prosthesis has been used than 
when a portion of the original head and neck 
remains. 


LATE RESULTS 


Personal experience with the vitallium cup 
covers a period of almost 15 years. The first pa- 
tient, operated on in 1939, is still active as a 
market gardener, limping but free from pain; he 
is able to put on his own socks and shoes. The 
most frequent complication has been the de- 
velopment of extra-articular bone, a sort of myo- 
sitis ossificans. This has seemed to be most 
noticeable in those patients who have been most 
active. It is probably a physiological response to 
excessive strain. Since the amount of postopera- 
tive exercise has been decreased, it appears less 
frequently. One is inclined to think that if the 
patient is allowed to take his own time about 
rehabilitation and is content with a lesser range 
of movement, this complication will be less fre- 
quently seen. 


CONCLUSIONS 


1. Arthroplasty of the hip-joint is a procedure 
which has justified its adoption. 

2. One should be satisfied with stability, free- 
dom from pain and a reasonable degree of 
mobility. 

8. The use of the vitallium cup is far from 
obsolete. 

4. Much remains to be discovered about the 
prosthesis in regard to material, design, and 
scope of application. 

5. The postero-lateral approach is the pre- 
ferred route. 
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VESICAL NECK OBSTRUCTION 
IN WOMEN 


KENNETH J. MacKINNON, M.D., 
F.R.C.S.[C] and 

EMERSON C. SMITH, M.D., F.A.C.S., 
F.R.C.S.[C], Montreal 


THE FEMALE lower urinary tract has always 
run a poor second to its male counterpart in the 
causation of symptoms and in the recognition 
of disease. Numerous writers have referred to 
the neglect of the female urethra. Too often the 
urethra is ignored in spite of symptoms, if the 
examination of the urine is negative. The ex- 
posed position of the female urethra makes it 
frequently subject to minor and major trauma, 
childbirth being the most common factor in the 
latter. Inflammation and stricture are common. 
Prolapse and caruncle are frequent findings. 
Polypoid tumours or fronds of the so-called 
vesical neck syndrome are frequently associated 
with irritative vesical symptoms. Seng and 
others! found that cases of this type accounted 
for 17.6% of 1,268 female admissions to the 
Department of Urology, Royal Victoria Hospital, 
in a 10-year period. 

Obstruction of the female bladder neck, while 
less common than inflammatory lesions of the 
bladder neck and urethra, is seen sufficiently 
often to warrant a careful search for its presence, 
especially when chronicity and recurrence are 
features in the urological symptoms of women. 
The symptoms are most troublesome, but with 
the exception of urinary retention in the ad- 
vanced case and in the absence of neurogenic 
dysfunction, they are not diagnostic. Treatment 
by transurethral resection of the vesical neck has 
proved very satisfactory. 

There is little uniformity of opinion in 
reference to the causation of obstruction of the 


*From the Department of Urology, Royal Victoria Hos- 
pital, Montreal. 





female bladder neck. In 1853 Virchow described 
stones in the female urethral glands and con- 
cluded that these glands were homologous with 
the male prostate. Studies of necropsy specimens 
of the female urethra since then have led to a 
wide divergence of opinion. Johnson? made 


_ Serial sections of the vesical neck of female 


embryos and demonstrated glands along the 
entire urethra. He believed that these cor- 


‘responded to the male prostate. Mackenzie and 


Beck* found peri-urethral glands in the anterior 
and middle thirds of the urethra but never in 
the posterior third. In 1946 Deter, Caldwell and 
Folsom‘ found peri-urethral glands in 92 of 100 
cases studied and it was their impression that: 
these glands were more numerous nearer the 
bladder. They postulated that cystic enlarge- 
ments of these glands by obstruction of their 
ducts give rise to a prostatic-like obstruction. 
Young’ states that in virilism associated with 
adrenal hyperplasia these glands may approach 
the male prostate in size and development. Em- 
mett and others® state that the glands usually 
tound in the region of the female vesical neck are 
quite unlike prostatic glands. The latter have a 
single layer of cuboidal or columnar epithelium 
and are arranged in papillary folds, whereas the 
subtrigonal glands of the female or glands of 
Albarran are made up of several layers of cells 
without papillary formation. 

While much attention has been given to the 
importance of glands in the female urethra and 
bladder neck, various other factors have been 
considered. Foremost among the others has been 
chronic infection in the bladder with resultant 
fibrosis of the neck. An imbalance between the 
sympathetic and parasympathetic innervation 
has also been held responsible. This theory has 
for the most part been discarded, as the role of 
the sympathetic has been shown to be of little 
or no significance in the motor function of the 
detrusor or sphincter mechanisms. Hypertrophy 


‘ 
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of the muscle fibres: of the vesical neck has been 
demonstrated in some cases. 

In our series infection, as evidenced by pyuria, 
was present in more than half of the cases. The 
pathological examination of the,tissue removed 
showed a productive reaction with marked fibro- 
sis in six cases. Squamous metaplasia, presum- 
ably resulting from long-standing infection, was 
reported in two instances. In one case fibro- 
muscular and glandular tissue with an exudative 
inflammation was present and in one, cystic de- 
generation of epithelial rests was the finding. It 
is our impression that various etiological factors 
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Age group.—The youngest patient in the series 
was 31 and the oldest 85. Three patients -were 
included in each of the third, fifth and sixth 
decades, so that, unlike bladder neck obstructions 
in the male, one cannot look for an increasing 
incidence with the passage of the years. 

Marital status and pregnancies.—All patients 
were married and only one was childless. The 
average number of children was three. 

Duration of symptoms.—Urological symptoms 
had been present for two years in three of the 
patients. The longest period was 15 years and 
the average was five and a half years. 





Fig. 1a 


Fig. ib 


Fig. 1.—Tracing of a cystogram using 4% sodium iodide (a) before and (b) 12 months 
after transurethral resection of the vesical neck. With removal of the obstruction, the bladder 


outline has returned almost to normal. 


are responsible but we feel that infection plays 
a major role. 

Our series consists of 12 cases treated in the 
Department of Urology at the Royal Victoria 
Hospital in the last six years. All cases of neuro- 
genic bladder have been excluded. Only those 
cases treated by transurethral resection are 
reported. 

Symptoms.—The commonest symptom of ob- 
struction of the female vesical neck is urinary 
frequency. This was present in 10 of our 12 cases. 
Suprapubic pain and dysuria were present in 
four of the patients. Three had episodes of re- 
tention. Incontinence was present in three in- 
stances. Slowing of the urinary stream was 
elicited in only three cases. One would expect 
this to be commoner, but it is our impression 
that it is an observation less likely to be recorded 
in the female than in the male, Hematuria was 
present in only one case. 


Findings.—Infection was present in seven 
cases. Urine culture revealed a wide range of 
the usual organisms. In eight cases the cysto- 
scopic finding consisted of a generalized con- 
tracture of the vesical neck. In the remaining 
cases, a posterior bar formation was noted. In 
recent years a McCarthy fore-oblique telescope 
has been used in all cases where obstruction is 
suspected. It has been our experience, as well as 
that of others, that obstruction may not be ap- 
parent if one relies on a right-angle telescope. 
Trabeculation of the bladder was present in half 
the cases and there was no correlation between 
the symptoms and the degree of trabeculation. 
The bladder wall showed some degree of hyper- 
gemia in six cases. Cystograms were taken, un- 
fortunately, in only three of the patients. Two 
of these showed the typical obstructive changes 
(Fig. la and Ib). 
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Fig. 2b 


Fig. 2a.—Tracing of an intravenous pyelogram before operation showing a fairly marked 
hydronephrosis and hydroureter. (July 1952). Fig. 2b.—Showing marked reduction in dilatation 
of upper urinary tract. (March 1953). 





Fig. 3a Fig. 3b 
Fig. 3a.—Tracing of an intravenous pyelogram taken before operation in June 1947. There 


is marked dilatation of the upper urinary tract. Fig. 3b.—Complete regression of hydronephrosis. 
(April 1949), 
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The upper urinary tract was studied by intra- 
venous pyelography in all cases. In two there 
was marked dilatation of the upper urinary tract 
(Fig. 2 and Fig. 3). An elevated non-protein 
nitrogen level was found in three patients. Five 
of the patients had a residual urine of more than 
100 c.c. 

Procedure.—Caulk and Patton* were the first 
to report the successful transurethral removal of 
obstructions of the female vesical neck. Since 
then there have been many such reports from 
operators using both a cold punch and a cautery 
type of instrument. It is our impression that too 
many of these patients are still being treated by 
palliative and ineffective methods, such as 
bladder lavage and periodic urethral dilatation. 

Depending on the size of the urethra, a No. 
24 or No. 28 McCarthy resectoscope was used 
by us. In most cases the entire vesical neck was 
resected, caution being taken to avoid extending 
the loop downwards for more than a third of the 
distance from the vesical neck to the meatus. In 
one case the neck was resected in only four 
areas, at 11 and 1 o'clock and at 5 and 7 o'clock. 
The result ‘was quite as good as in those more 
extensively resected. It is surprising how little 
tissue has to be removed to give a good result. 
In most of our cases one or two gm. was re- 
moved. It is safer to err by removing too little 
tissue, as one can always return to remove more, 
whereas there is no return and no satisfactory 
solution to the problem of incontinence result- 
ing from an extensively resected sphincter. In 
spite of our caution, it has been necessary to 
repeat the resection in only one instance. 

Results —There was no mortality from the 
procedure. The hospital stay averaged 10 days. 
Seven cases were cured of symptoms and have 
remained so for periods ranging from one to six 
years. One patient benefited little from the first 
resection but was greatly improved by a second 
resection two years later. Three patients consider 
themselves much improved, although not with- 
out symptoms. One patient died from a coronary 
occlusion three months after operation. There 
was no incidence of incontinence in the series. 
No patient was even temporarily made worse by 
the procedure. 


CasE HISTORIES 


Mrs, S.M., 72 years old, was admitted to the Depart- 
ment of Urology, Royal Victoria Hospital, on July 22, 
1952, complaining of urinary frequency in the order of 
D/N ia and occasional episodes of suprapubic pain. 
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The symptoms had been present to some extent for two 
years but had increased in severity during the three 
months prior to admission. She had been treated at 
home with various antibiotics with no improvement. 

She had enjoyed good health for most of her life and 
had had eight uneventful pregnancies. Appendectomy 
and removal of an ovarian cyst were performed in 1949. 

Functional inquiry and general physical examination 
were non-revealing, except for tenderness in the right 
upper abdominal quadrant and in the suprapubic area. 
The urine was cloudy, with a pH of 6.0; albumin ++ 
sugar absent; microscopic field loaded with white blood 
cells. Non-protein nitrogen (N.P.N.) was 42.5 mgm. %. 
Creatinine was 2.18 mgm. %. The urine culture revealed 
one growth of Pseudomonas. Residual urine was 

c.c. 

Examination of the upper urinary tract revealed a 
bilateral hydronephrosis and hydroureter (Figure 2a). 
Cystoscopic examination revealed a chronic inflammatory 
change in the bladder wall, with marked trabeculation. 
The ureteral orifices could not be visualized. The vesical 
neck showed a generalized contracture. 

Transurethral resection of the vesical neck was per- 
formed on July 28, 1952. Resection was performed at 
11, 1, 5 and 7 o'clock. Bleeding was not excessive and 
the postoperative course was uneventful. 

Pathological examination.—The specimens consisted of 
three fragments of rubbery, greyish-pink tissue, the 
largest piece measuring 1 x 0.6 x 0.3 cm. Microscopically, 
sections showed stratified squamous epithelium partially 
covering some loose connective tissue. The connective 
tissue was markedly cedematous and was diffusely in- 
filtrated with polymorphonuclears and round cells. 
Strands of fibrin were present and also proliferating fibro- 
blasts. There was no evidence of malignancy. 

Anatomical summary.—Exudative and _ proliferative 
cystitis with squamous metaplasia. 

The urethral catheter was retained for five days. 
Following its removal, the patient voided without diffi- 
culty or pain, and the frequency was markedly reduced. 
She was discharged on August 9. 

She returned for follow-up examination on March 23, 
1953. There had been no symptoms in the interval 
period, except for a short-lived episode of suprapubic 
discomfort on one occasion. The urine was amber, of 
specific gravity 1.020; pH was 7.5; albumin + was 
preserit; sugar absent; microscopic examination showed 
a rare red blood cell and scattered pus cells. The 
residual urine was 120 c.c. N.P.N. level had dropped to 
81 mgm. % and the creatinine to 1.3. 

Intravenous pyelogram (Fig. 2b) showed marked 
regression of the hydronephrosis and hydroureter. Cysto- 
scopic examination showed reduction in the degree of 
traboehatins, but a chronic inflammatory change was 
still present. The vesical neck was blanched in appear- 
ance. Some obstruction was present, but it was felt that 
in view of the excellent symptomatic response and the 
improvement in the upper urinary tract and blood 
chemistry, it was wise to avoid further interference at 
that time. 


Mrs. A.P., 27 years old, was admitted to the Montreal 
Neurological Institute in October 1936, complaining of 
progressively increasing weakness of both legs. Symp- 
toms had begun two years before admission. A tumour of 
the cauda equina was suspected, and at operation on 
October 22, 1936, an ependymoma of the filum terminale 
was removed. 

The operation was followed by urinary retention, re- 
quiring an indwelling catheter for five weeks. The 
bladder function then improved with the use of mecholin 
and she was discharged on December 13, 1936. The 
residual urine at the time of discharge was insignificant. 

The patient was admitted to the Department of 
Urology, Royal Victoria Hospital, on June 10, 1947, 
complaining of urinary frequency in the order of 
D/N u = = with difficulty in voiding. She also com- 
plained of stress incontinence and perineal discomfort. 
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These symptoms had been present for three years. She 
had had a normal pregnancy in 1938. 

On examination there was no evidence of recurrence 
of tumour. The residual urine was found to be 475 c.c. 
Examination of the urine revealed numerous white blood 
cells and scattered red cells. Culture of the urine re- 
vealed Bact. coli. The P.S.P. test showed a two hour 
excretion of 35% of the dye. The upper urinary tract 
visualized by intravenous urography (Fig. 3a) revealed 
a moderate bilateral hydronephrosis and hydroureter. 
Cystoscopic examination of the bladder revealed a 
generalized vesical neck contracture with heavy trabecu- 
lation of the bladder wall. The cystometrogram. showed 
good detrusor tone. 

A transurethral resection of the vesical neck was per- 
formed on June 16, 1947, with removal of two grams 
of tissue. The postoperative course was uneventful. A 
Foley catheter was retained for four days. Following its 
removal she voided with no difficulty and the urinary 
frequency was greatly reduced. The residual urine was 
20 c.c. The pathological examination revealed an exuda- 
tive, purulent and ulcerative inflammation. She was dis- 
charged from hospital on July 5. 


This case is interesting in that one would 
probably first consider neurogenic vesical dys- 
function as the causative factor. During the early 
postoperative period the detrusor function was 
undoubtedly disturbed from temporary damage 
to the sacral nerves. It is our impression that the 
bladder neck became contracted as a result of a 
chronic inflammatory reaction associated with 
the period of prolonged catheter drainage. 


SUMMARY 


The importance of lesions of the urethra and 
bladder neck in the causation of urological symp- 
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toms in women is considered. It is pointed out 
that pathological lesions may be present in spite 
of normal urinary findings. 


The etiology of vesical neck obstruction in 
women is considered. It is the authors’ impres- 
sion that chronic infection is probably the factor 
of greatest importance. 


The symptoms, findings and results in cases 
treated by transurethral resection are reviewed. 
The excellent results of this form of therapy have 
led us to abandon in most cases the older, pallia- 
tive methods of treatment, such as dilatation of 
the urethra and vesical neck. 


It is also implied that caution should be used 
in making a diagnosis of neurogenic vesical dys- 
function, in spite of a suggestive history. An 
obstructive lesion may be the basis for the dys- 
function. 
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MANAGEMENT OF THE LATE 
WITHDRAWAL SYMPTOMS 
OF ALCOHOL’ 


MARVIN WELLMAN, M.D., Esquimalt, B.C. 


ADDICTION TO ALCOHOL may be defined satis- 
factorily in the same way that one defines addic- 
tion to any other drug. It is a state in which a 
person has lost the power of self-control with 
reference to the drug and abuses it to the extent 
that he or society is harmed.’ Addiction to 
alcohol results in the death of 39 out of every 
100 addicts. There is a complete loss to society 
of a further 11, six of these die in a psychotic 
state and the remaining five are dependent on 
others for their subsistence.? The problem pre- 


*From the Naval Hospital, H.M.C.S. Naden, Esquimalt, 


sented becomes even greater when one considers 
the ability of the usual problem drinker to make 
himself seem a nuisance and uncooperative.’ 
Most people who begin to drink too much and 
too frequently realize it early and their methods 
of personal control are successful. Others, who 
do not gain this awareness in time probably be- 
cause of a somatic factor which allows alcohol 
to produce euphoria without too distressing side- 
reactions, go on to addiction.t Some of these 
people are sick and drink for the alleviation of 
their symptoms, but in others the emotional 
factors would seem to be strong social tendencies 
which cannot be considered abnormal in any 
customary sense of the word. The majority of 
addicts to alcohol are ordinary people who de- 
velop addiction as a side effect of their social 
life.> These addicts to alcohol differ from addicts 
to other drugs, as they might be expected to 
differ, since our society which disapproves 
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vigorously of all the other types is benevolently 
disposed towards the use of alcohol except in 
its abject or ridiculous aspects.° 

A syndrome of late withdrawal symptoms has 
been discussed in a previous paper. These late 
symptoms occur regularly in problem drinkers 
who have developed intolerance which cannot 
be accounted for by fatigue or emotional dis- 
turbance. It occurs. occasionally in those who 
have been regularly experiencing-“blackouts” or 
alcoholic fugues without intolerance. This syn- 
drome begins from within a few days after the 
withdrawal of alcohol up to about two months 
afterwards. The symptoms are irritability, de- 
pression, insomnia, restlessness, a sense of loneli- 
ness and lack of concentration. The symptoms 
occur in a wide variety of intensity, from mild 
irritable and depressed conditions to dangerous 
depressions and confused states which have a 
schizoid colouring. The depressions are occasion- 
ally strongly paranoidal. Once the syndrome 
begins it reaches its maximum intensity within 
a few days to a month. These symptoms seem to 
be directly related to the withdrawal of alcohol, 
and the administration of tetraethylthiuram 
disulphide does not complicate the picture. The 
effect of this drug appears to be, not the produc- 
tion, but the alleviation of symptoms in those 
patients on whom the drug acted as a soporific. 
Whether the drug is being used or not there is a 
spontaneous decrease in intensity of symptoms 
at about six months, and again at about 12. 
Traces seem to remain for years but they present 


little difficulty after a year and no real problem ~ 


after 18 months to two years. 


The personality change which accompanies a 
broken femur is seldom the cause of concern, 
and is usually not given serious consideration. 
It is left to “nature” with good results. The late 
withdrawal symptoms of alcohol may be con- 
sidered as very similar. Most of these patients 
not only drink because they are sick but also are 
sick because they drink. The long term treatment 
is frequently as dramatic as the treatment of the 
acute phases; it is relatively simple and much 
more satisfying since the prognosis is good. The 
majority automatically adjust to their environ- 
ment if sobriety can be maintained’ and they 
salvage, at least adequately, the pre-alcoholic 
personality.* These late symptoms manifest 
themselves through the personality of the pa- 
tient, but in a manner which indicates that they 
have their foundation in the physical changes 


* 
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resulting from continued excessive drinking. 
Their occurrence in the problem drinker can be 
predicted if he continues to abstain after the 
occurrence of alcoholic fugues plus repeated and 
inexplicable tolerance. The time relation of the 
onset, attainment of maximum intensity, de- 
crease, and disappearance of symptoms to the 
withdrawal of alcohol is fairly regular. They 
respond to relatively simple therapy. The prog- 
nosis is good and it depends, not on the therapy 
or the therapist, but on the patient's continuing 
to abstain from alcohol,’ for from one to one and 
a half years. 


Supervision by the physician can be of great 
assistance to the patient and the patient's friends, 
in this painful period. Most relapses seem to 
start during exacerbations of these late symp- 
toms. Most patients who have the symptoms in 
milder degree have little need for the physician, 
but even in these cases the preparation of the 
patient and his wife or close friends for the 
difficult times which may be expected ahead, 
helps to give them the persistency and courage 
to tolerate and endure. The danger that the pa- 
tient may become dependent on drugs pre- 
scribed to relieve the symptoms is slight. It can 
be balanced against the danger to the man’s 
employment, to his marital happiness, and to 
himself from acts arising from depression, and 
the danger of relapse. The proper time at which 
the physician should intervene is a matter of 
clinical judgment but the response of a severe 
depression or an apparently severe confusional 
state to simple therapy is gratifying and prompt. 

Treatment of the late withdrawal symptoms 


should start with prevention, but here the phy- 
sician faces a curious paradox. Society as a 
whole, and usually the physician as a representa- 
tive of that society, approves of the use of alcohol 
in moderation and even to “excess” on occasion. 
In spite of such difficulties, which are more ap- 
parent than real, he can render more than a little 
service by lending his prestige and authority to 
all those groups which are attempting to educate 
the public to moderation in the use of alcohol. 

When called upon to treat the acute stages 
the physician is on firmer ground although it 
seems a little late. Now he can assist in making 
the patient aware of the existence of alcoholism 
as a problem, and later of the fact that the pa- 
tient’s own methods of solving this problem do 
not work. The awareness of these facts seems 
necessary in each case.® The patient will resent 
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orders, but will frequently be strongly influenced 
by a friendly opinion from a respected indi- 
vidual. At this time the physician can give those 
who are apt to develop late withdrawal symp- 
toms some concept of the long drawn-out 
struggle which occurs before a_ satisfactory 
alcohol-free existence can be achieved. The ad- 
dict to alcohol is accustomed to deceiving and 
expects to be deceived. It is essential for the 
physician to give him as honest an appraisal of 
what he faces as possible. Instead of becoming 
discouraged, the patient gains courage as. he 
finds that the physician has been free from sub- 
terfuge. Sympathetic assistance and free dis- 
cussion during the acute stage help to prepare 
a proportion of patients to face the long term 
programme. 

Although the late withdrawal symptoms do 
not occur at once, they should be discussed with 
the patient who is liable to them when he 
initiates a programme of long term abstinence. 
For a few days or for a month or two the pa- 
tient is proud of himself for being “on the 
wagon, he feels wonderful, there is money in 
his pocket, and then the vicious syndrome of 
late withdrawal symptoms starts. If he has been 
forewarned he can be reassured more readily by 
the physician, who can now give understanding 
and encouragement or occasionally just listen 
when that is necessary.’° The late symptoms are 


much exaggerated by difficulties arising in the — 


personal and occupational life of the patient, 
because in both these spheres the addict to 
alcohol has invariably developed difficulties. To 
help meet these the physician must be expected 
to accept his traditional role of guide, philoso- 
pher and friend. r 


Discussion of what alcohol has meant to a man 
does seem to help prepare him for the loss of 
these values. When problem drinkers look back 
on their alcoholic habits they are usually unable 
to give any very satisfying reason why they per- 
sistently drank to excess.'! Listening to them, 
however, one seems to hear the same theme with 
minor variations. It is the experience which is 
common to most of us. We begin to drink be- 
cause it has social approval. Some of those who 
later will drink to excess, drink to show off. A 
surprisingly large number of those who will later 
become addicts discover almost immediately 
that they have a greater tolerance for alcohol 
than most of their friends. They use this to gain 
attention and admiration with the same motives 
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that inspire other young men of their age group 
to gain attention and admiration starring in 
hockey or basketball. In their social experiments 
these youngsters find that alcohol is a source of 
true euphoria.’ Later, taking alcohol is found 
to be one way of meeting hunger, thirst, fatigue 
and pain, whether physical or mental. As time 
passes the problem drinker develops a set alco- 
holic behaviour. Alcohol is sought for the social 
contacts, the euphoria and the relief of all dis- 
tresses. Then alcohol becomes in itself a source 
of guilt and distress as a result of the problem 
drinker’s behaviour in his job, home, and social 
group. Now alcohol is sought for all the previous 
effects but also to bring relief from what it has 
caused. The addict to alcohol becomes unwilling 
to tolerate a sense of being alone, an absence of 
euphoria™ or distress. Part of the preparation, 
aimed at reducing conflicts which will complicate 
the late withdrawal symptoms, is a consideration 
of the inevitability of at least occasional loneli- 
ness, occasional distress and rarely more than 
occasional euphoria. 


A prospect of occasional distress must be faced 
by most of us but some steps may be taken 
which will make the lonely hours a rarity and 
which can reasonably be expected to contribute 
some euphoria. A social programme should be 
prepared and an avocation should be selected 
or revived, The most readily available social pro- 
grammes are offered by church groups and the 
Alcoholics Anonymous organization. The avoca- 
tion will be most valuable if it is something in 
which the hands are involved rather than read- 
ing. Almost any craft is valuable so long as there 
is no real antipathy to it. It should be something 
which has social approval. Once selected the 
patient should be prepared to practise it, read 
about it and obtain a satisfactory teacher. Such 
a craft is useful during the wakeful hours of 
the late withdrawal symptoms when companion- 
ship is either not available or not sought. Later 
it becomes a source of pride and a technique by 
which the patient can gain expressions of social 
approval to substitute for the expressions of 
social approval which he previously received 
from his drinking companions. It has seemed that 
the simplest approach is to start this programme 
during the free period following the immediate 
withdrawal symptoms. Depression or confusion 
may necessitate stopping an avocational pro- 
gramme if the avocation threatens to add a 
burden to one who has already had about all 
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that he can carry. Under these circumstances it 
may be started again during the second six 
months of abstinence. 

The undertaking of a life free from alcohol 
involves the family of the problem drinker. The 
wife may be a factor in her husband’s drinking." 
On the other hand she is forced into a difficult 
role. The responsibilities of the home are gladly 
passed on to her during the time that her 
husband is taken up with drinking. With his 
abstinence they are taken casually from her 
again. In the lower income groups the husband 
has placed the family.income in jeopardy and 
the wife has been well aware of the danger 
of leaving the care of the finances to him. With 
the husband's abstinence the wife is faced with 
seeing the family responsibilities taken on again 
by one who, whatever his other virtues, has 
proved himself incapable in financial matters. 

Most wives of problem drinkers feel that if 
their husbands would just stop drinking their 
troubles would be over. The period of freedom 
from symptoms which usually follows the acute 
withdrawal period confirms this, If the wives 
of patients who are expected to develop the late 
withdrawal symptoms are prepared for the mini- 
mal symptoms of black moods during the months 
ahead, the arrival of such symptoms will not be 
such a painful shock. If the wife has the assur- 
ance that the symptoms will be much less in a 
matter of six months and practically over in a 
year, she faces these time limits cheerfully. 

Religious support which in the past has given 
the greatest outside help to problem drinkers? is 
still an unrivalled source of assistance for those 
who are at all religiously inclined. The patient 
can be encouraged to seek assistance from his 
religious advisor or referred to a clergyman of 
his faith. Frequently in the pursuit of alcohol, 
religious duties have been dropped and advice 
to return to those duties is accepted readily and 
even gratefully. 

Alcoholics Anonymous groups will give en- 
thusiastic assistance to the patient during the 
difficult months of the late withdrawal symp- 
toms. Unless a patient is a zealous atheist or 
burdened by strong religious conflicts he is mak- 
ing the recovery from addiction to alcohol un- 
necessarily difficult if he does not become an 
active member of this organization.- Before re- 
ceiving the assistance of this group the writer 
considered the outlook for the alcoholic addict 
poor. The prognosis for Bacon’s secondary type 
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of problem drinker (the fairly well-adjusted indi- 


. vidual who progresses from social drinking to 


addiction’®) seemed worse than for those who 
drank as a symptom of some underlying condi- 
tion. Todaythe pregnosis is excellent for any 
member of Bacon’s secondary group who is once 
convinced that he must stop drinking. Legitimate 
criticism might be levelled at Alcoholics Anony- 
mous but the mistakes are mistakes of the head 
and not of the heart. All problem drinkers who 
come to this clinic for help are advised to be- 
come active members as one of the steps towards 
recovery. 


Alcoholics Anonymous provides a unique 
support during this period of the late with- 
drawal symptoms. Fellow members who have 
been through a similar set of symptoms and who 
have lived through similar experiences provide 
relief from the sense of loneliness. Group meet- 
ings and the friendly associations which each 
member finds among his fellow members fill the 
need for social contact which was a factor in the 
development of addiction to alcohol. In the Alco- 
holics Anonymous group there is social pressure 
towards not drinking, while in most social groups 
the pressure is towards drinking. Among the 
members of Alcoholics Anonymous the patient 
will find his decision to go “dry” reinforced by 
empathy. His sponsors and other members will 
share their experiences with him. He will see 
and hear other persons who are examples of the 
change he is trying to make. Before a group he 
will learn to say with humility and honesty, “I 
am an alcoholic,” and he will tell of his attempts 
to abstain. As long as a man is following some 
course of action and only he knows about it, he 
can drop it when he chooses because only he is 
involved, but once he has gone on record before 
the group, who are all trying the same thing, 
they too become involved and he hesitates to 
let himself down in their eyes. A little later he 
will expose experiences and feelings,’ which 
seldom see the light, to someone else attempting 
the same rough road. In this way he will help 
the novitiate, reinforce his own resolve to con- 
tinue abstaining, and, with the opportunity of 
reliving the deep emotional experiences, change 
in some small way his long-held attitudes 
towards drinking. Once the physician establishes 
reasonable rapport with this organization he can 
depend on them to contact him should the with- 
drawal symptoms become so great that the man’s 
behaviour causes concern. 
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Suffering has no special virtue in recovery 
from alcoholic addiction, but there is some 
danger in substituting dependency on a drug for 
dependency on alcohol. This is probably minimal 
if the relief of symptoms aimed at is about the 
relief which would be considered satisfactory in 
other illnesses—that is, relief sufficient to make 
the condition bearable rather than complete 
relief. When a man’s symptoms are endangering 
his job, his marital life or himself they should be 
relieved. 

The youthful addict seems to be especially in- 
tolerant of these secondary symptoms, which 
probably accounts for the difficulty in treating 
him successfully.1* Once this younger man has 
decided that he must stop drinking, rendering 
his symptoms bearable makes the prognosis as 
good as in the older man. Complete relief of 
symptoms is not aimed at and the patient is in- 
formed that the aim is only amelioration. 

Depression, fatigue and lack of concentration 
are relieved by Benzedrine sulphate. Where the 
symptoms are of such intensity that they inter- 
fere with a patient’s job they can usually be 
relieved adequately by 2.5 mgm. Benzedrine 
sulphate by mouth at breakfast and lunch time. 
Where the symptoms are of such severity that 
the patient is considering suicide, or is obviously 
confused or in a condition which seems im- 
possible to care for outside a mental hospital, 5 
mgm. of Benzedrine sulphate at breakfast and 
lunch will usually give enough relief for the pa- 
tient to carry on effectively and with reasonable 
cheerfulness. 


Irritability or restlessness to such a degree 
that the job or the home is seriously threatened 
can be relieved by mephenesin in 0.5 gm. doses 
at breakfast and lunch and 1.0 gm. doses at 
dinner and bedtime. In this dosage the maximum 
action does not seem to take place at once but 
only after the patient has been taking medication 
for three or four days. The effective dose of 
mephenesin seems to vary considerably with 
some patients. If the patient is still irritable or 
his mood labile after a dosage of mephenesin 
has been reached which allows him to sit down 
and feel relaxed, sodium bromide added in doses 
of 0.2 to 0.3 gm. three or four times a day can 
be expected to give appreciable relief after it 


has been taken for three or four days. If the 


Benzedrine sulphate should produce feelings of 
jumpiness to such an extent that these cause con- 
cern, sodium bromide is again the most useful 
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of drugs given in this dosage three or four times 
daily, although little effect is seen for three or 
four days. Isoamylbarbitone in 0.03 gm. doses 
two or three times daily is the only other drug 
which has resulted in patients spontaneously re- 
porting that the medication is making things run 
smoothly. 

A thirst for alcohol may be encountered during 
this late period. It is rare before thirty and 
becomes progressively more common after that. 
If the thirst for alcohol is more than the patient 
can tolerate, he should be admitted to hospital; 
the administration of 10 to 30 units of insulin 
half an hour before lunch and supper will then 
give relief. After a few days the insulin may be 
terminated and a continued relief from the thirst 
will be experienced. The thirst may recur in a 
few weeks, or it may never recur, or if it does 
it may be more easily endured. Insulin is given 
under constant supervision with glucose ready 
for drinking, for gavage or for intravenous use. 
The patient is not given the glucose till he is 
perspiring and flushing or with subjective symp- 
toms of drowsiness and vertigo. He is not allowed 
to become alarmed, and for the first few times 
treatment is terminated at any expression of 
alarm. After the first couple of days he tolerates 
it with no difficulty. 

If insomnia progresses to sleeplessness the 
patient can be given much relief by explaining 
the need for rest even if he is not sleeping, and 
at the same time giving him three nights’ sleep 
with adequate sedatives such as pentobarbital 
sodium 0.13 to 0.2 grams. This may be repeated 
so that he gets three nights’ sleep out of every 
six or seven. This can be given for long periods 

«with no increase of dosage, and usually two or 
three weeks on this routine restores a normal 
sleep rhythm. The patient must be cautioned 
against splitting his 7osage, because he tends to 
think that a little siccp is better every night 
than a sound sleep for three nights out of six 
or seven. 

Symptoms of gastritis occasionally make their 
appearance together with the late withdrawal 
symptoms; these are readily relieved with Ban- 
thine 50 mgm. three or four times daily for a 
few weeks. 


SUMMARY 


1. The problem drinker can expect a difficult 
time during the first year of. abstinence if he 
has been having alcoholic fugues and then de- 
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velops intolerance which has no _ obvious ) 
explanation. 

2. The wife and family of the problem drinker 
can expect a similarly difficult time. Both the 
patient and his wife should be forewarned. 

3. Invaluable aid can be rendered by a man’s 
faith, 

4. A patient who does not become an active 
member of Alcoholics Anonymous is making this 
period unnecessarily difficult, 

5. Severe depression, confusion or paranoid 
reactions can be relieved by Benzedrine sulphate. 

6. Jumpinéss, irritability and restlessness re- 
spond to mephenesin. 

7. Mood lability, and milder degrees of irrita- 
bility and _ restlessness, are ameliorated by 
sodium bromide. 


8. Insomnia can be successfully controlled by 
adequate sedation. 
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RESUME 


L’état d’asservissement a l’alcool est celui dans lequel 
se trouve toute personne ayant perdu contréle d’elle- 
méme par rapport au médicament et étant devenue une 
menace pour la société et pour elle-méme. Trente-neuf 
pour cent de ces malades en meurent; onze pour cent 
sont une perte totale pour la société, six de ceux-ci 
sombrant dans la psychose et les cinq autres étant 
complétement ‘mill es de pourvoir 4 leur propre sub- 
sistance. La plupart des’ alcooliques. sont des gens 
ordinaires qui s adonnent 4 l’alcool comme un. “a cété” de 
leur vie sociale. La différence entre eux et les morphino- 
manes par exemple réside en l’attitude de tolérance de 
notre société vis-a-vis de l’alcool et de sa désapprobation 
des autres drogues. Le syndrome tardif du retranchement 
a déja été présenté dans un article précédent. Le traite- 
ment a longue durée est souvent aussi impressionnant 
que celui de la phase aigué; il est relativement' simple 
et beaucoup plus satisfaisant car le pronostic est bon. Le 
malade doit rire abstinence pendant un an ou un an et 
demi. Sa surveillance par le médecin peut étre d’un 
grand secours, en préparant le malade et les siens a 
révoir les difficultés avant qu’elles ne surgissent. Dans 
fa phase aigué, le médecin peut aider lalcoolique en lui 


exposant les problémes que pose sa maladie et I’in- 


capacité de celui-ci 4 chercher 4 les résoudre. Le 
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malade qui d’habitude se rebiffe au commandement sera 
souvent influencé par lopinion amicale de quelqu’un 
quil respecte. L’alcoolique est habitué 4 tromper et 
sattend a l’étre. La plus grande franchise est donc 
essentielle dans Texposé des difficultés futures. Si le 
malade est averti, il saura mieux supporter le syndrome 
tardif de réaction 4 la privation. Lorsque les alcooliques 
réformés se penchent sur leur passé, ils sont habituelle- 
ment incapables de fournir aucune raison satisfaisante 
pour justifier leurs excés. L’individu commence 4a boire 
parce que la société le tolére ou méme [lapprouve. 
Certains d’entre eux le font pour se mettre en évidence. 
Plusieurs parmi eux se rendent compte qu’ils peuvent 
tolérer l’alcool mieux que leurs amis et se servent de 
cette capacité pour attirer l’attention et l’admiration com- 


‘me d’autres le feraient en s’illustrant dans les sports. 


pe quelque temps, on se tourne vers l’alcool pour ses 
relations sociales, l’euphorie qu’il procure, ainsi que pour 
le soulagement de tous les maux. L’alcool devient alors 
une source de culpabilité par les problémes qu'il crée 
au foyer, 4 Touvrage, et dans lentourage social du 
buveur. L’alcoolique ne veut plus supporter la solitude, 
l’affliction, ou le manque d’euphorie. La préparation a la 
solution des problémes que comporte le syndrome tardif 
du retranchement réside en l’inévitabilité de la solitude, 
au moins passagére, d’angoisse possible et de l’euphorie 
relativement rare, et de leur acceptation comme telles. Le 
programme social tel qu’offert par les groupes religieux 
ou par les alcooliques anonymes d’une part et un passe- 
temps préférablement basé sur une occupation manuelle 
d’autre part sont les meilleures garanties contre les heures 
sombres. Au cours de sa guérison, certains aspects de la 
vie familiale de l’alcoolique doivent étre modifiés; c’est 
ainsi que la femme 4a qui échoit la gérance des économies 
doit abandonner cette obligation lorsque son mari 
devient en état de la reprendre. La souftfrance en elle- 
méme n’offre aucune vertu curative particuliére dans le 
probléme de lalcoolisme, mais il faut se garder, en 
voulant la calmer, de provoquer une substitution de 
drogues chez un individu déja incliné vers Iac- 


* coutumance. Le jeune alcoolique tolére moins bien les 


symptémes tardifs de retranchement que son collégue 
plus 4gé. Néanmoins, sil est déterminé 4 guérir, son 
pronostic demeure bon a condition que ses symptémes 
soient rendus supportables. Il n’est pas nécessaire de 
chercher a les masquer entiérement. Le sulfate de 
Benzédrine 4 raison de 2.5 mgm. par jour per os 
suffit habituellement 4 combattre T diecontan. la lassi- 
tude et le manque de concentration intellectuelle. La 
méphénésine peut aider a surmonter [l’irritabilité et 
Yagitation. Si le malade ressent un besoin intense 
d’alcool, comme le fait se produit assez souvent chez 
les gens de 30 ans et plus, il doit étre hospitalisé et 
recevoir de 10 a 30 unités d’insuline une demi-heure 
avant le diner et le souper, ce qui devrait faire dis- 
paraitre ce désir au bout de quelques jours. M.R.D. 





TOO MANY COOKS 


A barbiturate addict whose case is described in the 
Lancet (2: 58, 1954) must hold'a record for multiple 
medical care. “Despite her evasiveness, it emerged that 
she was attending no less than eight other departments 
at various hospitals, as well \as three outside practitioners, 
all of whom were from time to time called upon to pre- 
scribe barbiturates. A friend obtained more drugs from 
yet another doctor. It was estimated that she was taking 
between 20 and 30 grains of barbiturate (quinalbarbi- 
tone, pentobarbitone, amylobarbitone) a day. 

She attended an ear, nose, and throat department for 
attacks of dizziness; a department of physical. medicine 
for muscle pains and backache; a physician for in- 
somnia; a psychiatrist for anxiety over attacks of sleepi- 
ness, and a neurologist for headache and double vision.” 


\ 








366 DovucLass: STUTTERING 


THE DEVELOPMENT OF 
STUTTERING AND ITS DIAGNOSIS 


E. DOUGLASS, L.C.S.T.,* Toronto 


IT Is FASCINATING to study the history of the 
handicapped individual in society, and the ad- 
vances which science has been able to accom- 
plish in ameliorating human suffering. Profound 
changes have taken place in society's attitude 
towards the physically handicapped, and to a 
somewhat lesser extent towards the mentally dis- 
turbed. Yet stuttering still presents a profound 
problem to science, and society’s attitude towards 
it has really undergone little change. The un- 
fortunate stutterer who not long ago was the 
buffoon of fairgrounds even today is only too 
frequently the source of public amusement by 
professional “comedians” and he is frequently 
the object of well-intentioned but antiquated 
methods of treatment. 

Medicine has largely ignored the problem of 
the speech disorders in general and of the stut- 
terer in particular, Diagnostic and therapeutic 
principles established by psychiatry in dealing 
with the psychologically disturbed have so far 
failed to produce:satisfactory results in the treat- 
ment of stuttering. The condition is such that 
it is not enough to apply the principle that the 
symptoms may be ignored, and that removal of 
the underlying personality disturbance will auto- 
matically remove the speech disability. This is 
not so in stuttering where the symptoms are 
themselves so traumatic and penalizing that they 
perpetuate disturbance, and warrant the closest 
attention in therapy. It is no wonder, therefore, 
that the stutterer falls easy prey to the charlatans 
and quacks, and that he is only too eager to 
accept readily the advice of any well-meaning 
but misguided informer. It is no wonder that 
almost everybody has some “helpful” suggestions 
to offer the stutterer and that so many popular 
fallacies continue to exist. 

It is popularly believed that the stutterer 
will “grow out of it” when he is seven, or when 
he is fourteen. Unfortunately, scientific facts do 
not entirely support this hypothesis, there are 
too many adult stutterers in existence to dispute 
the theory.”* It should be mentioned, however, 
that a very small percentage, especially females, 
do show partial remission during puberty. An- 
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other popular notion is that breathing disturb- 


ance is a cause of stuttering, but it is now known 
that this is a result of advanced stuttering rather 
than the cause. Left-handedness is frequently 
said to be the cause of stuttering;° and it is cer- 
tainly true that a high percentage of stutterers 
are left-handed, but the significance of this is not 
yet understood. Forced change of handedness is 
not infrequently offered as a cause of stuttering* 
but this does not take cognizance of the fact 
that many stutterers are right- or left-handed 
and no attempt has ever been made to change 
them. Frequently it is stated explicitly, and more 
frequently implied, that the stutterer is mentally 
defective. This of course is generally not the 
case; mentally defective persons do stutter, but 
the majority of stutterers are of average and 
above average intelligence.?” A more recent, but 
popular theory is that stuttered speech is the 
symptom of an underlying neurosis, and although 
this may be partially true of the later stages of 
stuttering where anxiety is evident, it does not 
seem to apply to primary stutterers. 

Numerous surveys of the incidence of stutter- 
ing have been carried out in Europe and the 
United States and the estimates vary consider- 
ably, but the average is 1.5% of the school 
population.2* Estimates vary because of such 
factors as age levels, socio-economic status, and 
not least, the lack of general agreement as to 


' what features precisely characterize stutter- 


ing. 2° Among other interesting findings it is 
probably significant that there are many more 
male than female stutterers. The ratio of male to 
female stutterers varies with age level, but in 
general ranges from three-to-one to ten-to-one. 
Since it is known that females develop normal 
speech earlier than males the implication is that 
stuttering is associated with normal speech de- 
velopment. 

Literature concerning stuttering is volumin- 
ous’® but it is confusing because so much ap- 
parently contradictory evidence is revealed by 
biochemical,* physiological,'* neurological®: 15, 18 
and psychological enquiry.17 Some 25 theories 
exist and all seem to rest on very insecure evi- 
dence, when supporting data and research find- 
ings are taken into consideration. The numerous 
theories may perhaps be reduced to four major 
schools of thought or combinations of these; (a) 
the psychoanalytic theory, (b) the neurological 
theory (c) the psychoneurotic theory, and (d) the 
learning theory. The psychoanalytical school is 
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perhaps represented by Coriat? who believes that 
stuttering is the result of fixation at the oral or 
anal stages of sexual development. The neuro- 
logical theory is represented by Orton,*® Travis** 
and Bryngelson® who postulate that dys- 
synchrony arises in the neural impulses to the 
speech muscles as the result of undifferentiated 
cerebral dominance, while Swift?? claims that 
there is a central disturbance and that stutterers 
lack visual or auditory imagery. The psycho- 
neurotic theories are stated by Fletcher,’ the 
Blantons! and Brown® but, in general, the theory 
is that stuttered speech is the symptom of a basic 
personality maladjustment. The learning theory 
is upheld by Johnson’® and Van Riper?® who 
stress the formation of habitual avoidance 
mechanisms and the resultant anxiety created by 
incorrect attempts to prevent simple speech 
hesitancies. 

While it is fascinating to theorize, we are faced 
with the practical problem of assisting thousands 
of stutterers. It is felt that there is sufficient 
knowledge about the disorder, based on reliable 
research findings, to be of valuable assistance to 
the majority of stutterers. For practical purposes 
it is believed that the primary phase of stuttering 
has a neuropathic etiology which may or may not 
operate still later, but that the subsequent and 
more severe stage of the disorder is a secondary 
development due to certain environmental 
personality factors: this can be adequately under- 
stood and treated in terms of learned behaviour 
which represents efforts to overcome the dis- 
ability by roundabout methods. 

It is commonly believed that stuttering may 
quite suddenly develop late in childhood, and 
that its onset is the result of some dramatic 
incident. Fhis, however, is not typically the case. 
Simulated stuttering may suddenly occur late in 
life but this is believed to be an hysterical con- 
version manifestation, the cause and treatment 
of which are quite different from those of the 
typical and more common phenomenon. Typical 
stutterers are not characteristically hysterical 
personalities. 

Scientific workers in the field postulated that 
stuttered speech shows a typical course of de- 
velopment,” 7! progressing from one stage or 
phase of development to another. Their findings 
have been largely ignored, or at least no great 
significance has been attached to them. The 
author, however, has re-investigated this matter 
and on the basis of some 300 case histories is 
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convinced that stuttered speech does develop 
in a typical manner, gradually progressing from 
the primary to the secondary and more severe 
phases of the disorder. Such a classification of 
phases or types of stutterers is desirable because 
it appears that there are typical personality traits 
characteristic of each type. This is of great im- 
portance in deciding upon the approach to treat- 
ment, or, indeed, whether treatment is likely to 
be successful in any given case. 

It was well established by Bluemel? and is 
now generally accepted that the disorder first 
develops with what is known as the primary 
phase. This comprises clonic spasm of the speech 
musculature which results in the child’s display- 
ing excessive repetitions of sounds; not the 
repetition of words or phrases, which is normal 
to early speech learning, but the excessive repe- 
tition of syllables or sounds. Characteristically, 
the primary stutterer says M-m-m-m-m-Mummy 
or D-d-d-d-d-Daddy. For the brief moment of 
speech difficulty he seems a little confused al- 
though not self-conscious or embarrassed. The 
essential feature is that the child is not conscious 
of any disruption in his speech, or if he is aware 
of it there is no evident self-reaction or struggle. 
It would seem that the condition is transient—the 
child may speak in this manner for a few hours, 
a few days or even a few weeks, but periods of 
fluent speech intervene. There seems little doubt 
that the condition is precipitated by physical or 
psychological stress, and that with quietude the 
phenomena disappear. Psychological investiga- 
tions of such children do not show that they 
deviate in any way from the normal population. 
It should be stated, however, that it is difficult to 
administer adequately psychological tests to such 
young children. 

Provided certain precautions are taken there 
is evidence that some primary stutterers may 
“grow out of it” but this certainly does not hold 
true for those stutterers who develop beyond this 
early phase of the condition, nor do all primary 
stutterers “grow out of it.” Quite a percentage, 
it is believed, continue as primary or simple stut- 
terers throughout their lives. The primary condi- 
tion, however, hardly constitutes a problem since 
the person is not aware of it or self-conscious 
about it. He does not, therefore, react to it or 
develop the additional abnormality characteristic 
of secondary stuttering. 

Unfortunately, the parents of primary stut- 
terers (probably because there is a family history 
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of the disorder and an anticipation of its occur- 
rence ) react to the early symptoms, and reproach 
the child for this kind of speech behaviour. The 
usual advice offered by parents, is to urge the 
child to “speak slowly,” or to “stop and start 
again” or to “think what he has to say.” The 
techniques adopted appear to vary with the 
social status of the family® and it is believed that 
this determines the type of stuttering that eventu- 
ally develops. In a lower social group the tech- 
nique characteristically takes the form of corporal 
punishment or the threat of corporal punish- 
ment, while at a higher social level techniques 
are somewhat more insidious in that they imply 
withdrawal of affection if the stuttering con- 
tinues. Such threats as “now dear, Mummy will 
not love you if you speak like that” are common. 
These attitudes really have no effect on the child 
other than to draw his attention to a function 
which was formerly automatic. Consequently, he 
attempts to prevent the primary stuttering speech 
spasms. Verbal expression becomes now a con- 
scious and somewhat apprehensive performance 
—a thing to be feared because to speak in a 
certain way (with repetitions) brings penalties 
and in psychological terms is penalizing be- 
haviour. The subsequent development is a logical 
though tragic one. 

When conscious attempts are made to prevent 
clonic spasm (repetitions ), whether of the speech 
muscles or any other muscles, the result if “suc- 
cessful” is that the spasms are turned into tonic 
spasms, i.e. a prolonged fixation of the muscles. 
The effect upon the speech is that the child now 
says MmmmmMummy-the initial sound is pro- 
longed instead of being repeated, This change 
from repetitive stuttering to the prolonged form 
of stuttering is not usually a sudden and com- 
plete process, but a gradual shift. When the 
child attempts to speak, the repetitive spasm oc- 
curs but he reacts to it himself and checks it, 
and as a result it changes in character to pro- 
longation of the sound. This development is 
believed to be the earliest sign of the secondary 
or complex stage of stuttering, which may de- 
velop at any time between the ages of six and 
eight years. At the appearance of this phase 
there is usually clear evidence of self-conscious- 
ness shown in the reactions of blushing and eye 
closure at the moment of speech difficulty. Care- 
ful observation may also reveal dilation of the 
nostrils and slight breathing abnormalities, all of 
which are taken as signs of secondary struggle 
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reactions arising as the result of conscious at- 
tempts to “do something” about the primary 
speech pattern. It is at this point that the young 
stutterer commences to utilize devices in his at- 
tempts to avoid stuttering,”* *° and it is an ex- 
tension of this behaviour which constitutes the 
greater part of the abnormality. He will com- 
monly substitute other words for the feared 
words when a spasm is anticipated; he will use 
circumlocution in his speech attempts. In addi- 
tion to these specific devices to avoid sounds 
and words, however, he develops more general- 
ized fears and begins now to avoid speaking 
situations which he anticipates are threatening, 
such as volunteering in class to answer questions, 
using the telephone or giving his name. The first 
phase of the secondary stage of the condition 
is designated “vocalized stuttering” because the 
abnormality is largely an audible one as opposed 
to later phases in which the severity of the con- 
dition may be seen rather than heard. Vocalized 
stuttering may persist throughout life, although 
the majority of stutterers proceed to a later 
phase of the condition. Whether this develop- 
ment takes place or not seems to depend, how- 
ever, upon such factors as the intellectual status 
of the stutterer, his personality traits, and what 
further attempts are made to “correct” the con- — 
dition. If he is “pressured” by others to prevent 
the audible abnormality, he strives to this end, 


_and so the next phase develops according to 


the extent and nature of his attempts to over- 
come the difficulty. It may well be, of course, 
that the stutterer needs no external pressures by 
this time to urge him to take this step, because 
he can hear himself behaving abnormally, and 
strong self-reactions (internal pressures) urge 
him to prevent this state of affairs. 

By devious means he may succeed in “holding 
back” the sound until the word can be emitted 
fluently without the prolongation of sounds. He 
may accomplish this by using such devices as 
pausing when a spasm is felt, taking a deep 
breath, slowing up the rate of preceding words, 
speaking preceding words quickly in the hope 
of “jumping the hurdle” or stopping and starting 
again. These are all common devices which the 
stutterer quickly adopts and the important fea- 
ture is that they do provide him with immediate 
fluency. Unfortunately, the success is usually 
short-lived, although he does for a time succeed 
in avoiding or aborting either the clonic repeti- 
tive type of spasm, or the tonic prolonged type 
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of spasm. In due course, however, these devices 
begin to fail in their efficacy, The stutterer feels 
a spasm approaching, attempts one or a series 
of the devices but still finds that he is unable 
to get out the word quickly or fluently. The result 
is an abnormally long pause before the difficult 
word is uttered, or several abortive attempts at 
the word. He now resorts to further devices to 
break the silence but the total result is that he 
has succeeded in “internalizing” or hiding the 
struggle outwardly. He prefers now to struggle 
inwardly, showing his audience as little overt 
abnormality as possible. This further develop- 
ment is termed the second phase, or “non- 
vocalized” phase of the secondary stage of the 
condition. The essential feature is now not so 
much an audible abnormality, but rather the 
absence of it in the form of a long pause before 
utterance of the word. Nevertheless, this de- 
velopment is usually perceived by the world as 
a “getting better” process. The intelligent stut- 
terer with insight will tell you, however, that 
he has “got better outside,” but “inside I feel 
much worse.” He means that he has succeeded 
in suppressing his audible abnormality but the 
vigilance which this requires results in the crea- 
tion of anxiety. He may remain in this phase of 
stuttering for the rest of his life, attempting to 
perfect his skill at hiding or concealing it but 
never really succeeding. If he does develop, how- 
ever, two other possible avenues are open to 
him: (a) he may succeed in completely “inter- 
nalizing” the condition or (b) he may attempt 
to force his way out of the stuttering moments. 
In this latter event his struggle reactions grow 
quite severe and obvious. 

The former condition has been designated the 
“interiorized” phase of the secondary stage of 
stuttering, while the latter phase has been 
termed “exteriorized” secondary stuttering be- 
cause the symptoms are comparatively overt and 
obvious. The “interiorized” stutterer, however, 
perfects his skills at avoiding stuttering to such 
an extent that his difficulty is sometimes not 
recognized. He accomplishes this effect by so 
arranging his life pattern’ as to avoid social or 
yocational situations calculated to evoke stutter- 
ing. In order to achieve this he usually with- 
draws from people and allows no warm relation- 
ships by developing an austere, «cold, distant 
personality. He is usually, and needs to be, an 
acutely perceptive personality who foresees the 
possibility, of stuttering occurring in any given 

{ 


Douctass: STUTTERING 369 


situation and plans well ahead to be involved as 
little as possible in the situation. If he is forced 
into such situations he will usually avoid stutter- 
ing by not speaking at all, or by resorting only 
to monosyllabic replies to questions, readily 
agreeing with his hearer in order not to provoke 
undue attention or arouse hostility. If he is 
forced to speak, however, and if stuttering seems 
imminent he will have a ready repertoire of 
devices at hand in order to mask his speech 
difficulty. In any event, if stuttering does occur 
he will disguise it by utilizing appropriate de- 
vices. He will, for example, cough at the right 
moment, or blow his nose, or pretend to have to 
think until the spasm passes. He is subtle in the 
devices which he uses because they are 
mechanisms used by normal speakers and seldom 
is it that stuttered speech is observed. Of course, 
in order to achieve and maintain this effect tre- 
mendous vigilance is required—he must con- 
stantly “be on his toes.” The end result is almost 
a perpetual state of anxiety. Ultimately he be- 
comes, as it were, removed from the stuttering 
speech difficulty. His problem now is not so 
much actually stuttering, but the odd behaviour 
he adopts which has become habitual and to 
which others react negatively. The acquaintances 
of “interiorized” stutters seldom refer to them as 
stutterers. If their opinion is elicited they will 
refer to the interiorized stutterer as a “strange 
fellow,” “a cold bird” or “I don’t understand him 
—I cannot get close to him.” The interiorized 
stutterer is in a paradoxical condition indeed for 
here is a stutterer who does not stutter yet fears 
it greatly, and is, no doubt, the most anxious of 
all the stuttering types. Not uncommonly, he de- 
velops anxiety-tension symptoms. This type of 
stutterer is a tragic example of the ultimate re- 
sult of “successfully” avoiding or suppressing 
stuttering. His problem, now, is anxiety neurosis. 

Most stutterers strive for fluency, but their 
devices usually result in increased abnormality.” 
When the speech blockage occurs they attempt 
to force their way through the spasm and may 
succeed in uttering the word fluently. The 
amount of struggle that takes place to achieve 
this, however, results in abnormal and bizarre 
bodily struggle phenomena. For a few seconds, 
usually not more than 15 seconds, the stutterer 
struggles and displays facial grimaces, with con- 
tortive movements of all or any part of the body. 
For this period, not only is phonation arrested, 
but respiration too is suspended. Eventually the 
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word or a syllable is emitted. Interestingly 
enough, although this phase of stuttering is 
overtly severe, the victim does not suffer the 
extreme anxiety reactions of the “interiorized” 
stutterer. It is possible that the severe struggle 
reactions are, a release mechanism—a discharge 
phenomenon resulting in anxiety reduction. 
Some of the phenomena, however, are not blind 
struggle reactions—but consciously adopted dis- 
traction devices such as beating time with the 
hand or foot, concentrating on the diaphragm 
and speaking at a slow, measured pace, adopting 
attitudes of self-confidence, speaking in a sing- 
song voice with exaggerated inflection, or speak- 
ing very softly. The adoption of any voluntary 
activity will provide temporary fluency because 
it requires deliberate conscious attention and 
prevents fears from dominating the stutterer’s 
mind; it thus functions as a distraction mechan- 
ism. 

A stutterer may utilize any number of avoid- 
ance, postponement, release and distraction de- 
vices in his attempts to make the stuttering 
moments less obvious. At first he succeeds, but 
with continual use the devices lose their efficacy 
because they become habitual mechanisms and 
have to be constantly exaggerated in order not to 
lose their voluntary characteristics and hence their 
effectiveness. It is, perhaps, difficult for a fluent 
speaker not versed in the psychology of stutter- 
ing to realize that the phenomenon which he 
recognizes as typical stuttering is in fact a series 
of devices which have become superimposed 
upon one another, forming a sequency pattern of 
abnormal behaviour. Ultimately, then, what is 
seen in typical secondary stuttering is not the 
simple, primary speech spasms, but what the 
stutterer has learned to do in response to fear 
that stuttering is going to occur. It must be 
emphasized that this is learned behaviour which 
has become automatic. Recent research has 
shown that it is possible to study any given pa- 
tient’s stuttering patterns and to predict in what 
manner he will stutter under given feared con- 
ditions. Needless to say, with the possible ex- 
ception of the “interiorized” type, what the 
secondary stutterer does in his attempts to 
minimize the difficulty ultimately exaggerates the 
abnormality. This is a paradoxical condition. 

At this point the reader might well comment, 
“If the stutterer is, in fact, exaggerating his 
abnormality, then why does he not stop doing 
it?” Such a question raises some very interesting 
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observations. Firstly, as is well known, compara- 
tively simple habits such as smoking or nail 
biting are very difficult to discontinue. The 
learned behaviour of secondary stuttering ‘is a 
far more involved problem for several reasons. 
The reactions invariably form very complex 
patterns, becoming so closely integrated with the 
stuttering block that most observers consider the 
pattern the actual stuttering spasm itself. Indeed, 
the reactions comprise the greater part of the 
speech handicap and their disintegration is al- 
most always a very difficult task. One of the in- 
triguing aspects of the stuttering condition, and 
a difficult obstacle to surmount in therapy, is the 
distorted self-perception which the stutterer 
acquires during development of his stuttered 
speech, It migh be supposed that the best per- 
son to provide an analysis of the stuttering phe- 
nomena would be the stutterer himself, but this 
is certainly not the case, especially with exteri- 
orized stutterers. If the developed secondary 
stutterer is questioned as to precisely what hap- 
pens during the stuttering moment, he will be 
capable of giving only the most naive descrip- 
tions, such as: “I can’t get the word out,” or 
“My throat freezes up.” If he is pressed further 
by saying, “Yes, that is so, but what do you 
actually do at the moment of spasm—do you 
close your eyes, jerk your head, move your 
body?” he will most likely look puzzled, denying 
the occurrence of such phenomena. If the point 
is pressed still further and if the convulsive 
movements are enumerated or imitated for him, 
he will find this difficult or impossible to accept. 
He knows vaguely that at the moment of stut- 
terirfg he has difficulty and that his behaviour is 
embarrassing both to himself and to his hearers, 
but he has little concept of the actual phe- 
nomena that occur. At the moment of spasm 
it seems that the stutterer experiences a period 
of disturbed consciousness. Evidently it is not 
a true amnesia but a disturbance in self-percep- 
tion, the exact nature of which is little under- 
stood, This facet of the problem is at present 
the subject of research because it appears to be 
inherent in the stuttering condition and an im- 
portant factor in attempting therapy. 

It is still a popular belief that stutterers are 
psychologically disturbed personalities and that 
their stuttered speech is a symptom of the under- 
lying neurosis. It must, of course, be acknowl- 
edged that many secondary stutterers are psycho- 
logically disturbed, but this does not mean that 
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the neurosis causes the stuttering. In fact, it is 
more logical to say precisely the opposite—that 
the stuttered speech causes the neurosis. Because 
his speech difficulty soon brings various social 
penalties, the stutterer quite early in his career 
develops feelings of inferiority and anxiety; he 
would indeed be an insensitive individual if he 
did not. In their attempts to minimize their 
speech difficulty most stutterers quickly learn 
to play the role of the clown, the life and soul of 
the party, the aggressive type, or on the other 
hand the withdrawing type of personality. These 
are all overcompensating behaviour reactions 
and soon become as habitual as the actual stut- 
tered speech phenomena. Here, again, the 
secondary stutterer’s self-perception is grossly 
distorted; he has no true concept of how 
his personality appears to others. Actually, we 
should not think at all in terms of whether the 
neurosis causes the stuttering or vice versa be- 
cause the condition is, in fact, a self-perpetuating 
one. A vicious circle is formed so that we may 
only accurately think of and deal with the total 
personality. 

Superficial forms of treatment in the form of 
breathing exercises, articulatory drills and the 
teaching of distraction devices can at best pro- 
vide only temporary remission and may ulti- 
mately result in increased abnormality. The cor- 
rect treatment is a difficult and often complex 
task requiring careful study in order to produce 
a satisfactory and durable speech and personality 
adjustment. 


SUMMARY 


It is not generally realized that stuttering is 
a serious and widespread disorder affecting ap- 
proximately 1.5% of the school population. 

In spite of voluminous clinical studies and re- 


search findings our present knowledge of the 


condition does not allow us to be dogmatic 
regarding the etiology of the disorder. The evi- 
dence seems to indicate however that there is a 
neurological abnormality giving rise to the 
primary stuttering condition which is transient 
and need not constitute a serious clinical prob- 
lem if precautions are taken to prevent develop- 
ment of the chronic phase which is known as 
secondary stuttering. 

It is not clinically profitable to work on the 
assumption that removal of the underlying 
psychoneurosis automatically dispels the stut- 
tered speech difficulty, The stuttering prob- 
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lem can best be understood and treated when 
regarded in simple terms of learned behaviour 
which results from misguided attempts to com- 
pensate for the disability, and the concomitant 
arousal of -anxiety feelings in response to frus- 
trations and social penalties. 
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THE FAMILY DOCTOR 


When but a lad. a dream he made, 

Of helping folk and giving aid, 

Without the thought of being paid. 

One day he saw a loved one die, 

But still he chose, he scarce knew why, 
To heed humanity’s loud cry. 


He looked on tortured soul and mind, 
And saw disease of every kind, 

A day of rest he could not find. 

No hour of day or night was free, 
He pledged his law of life would be 
“Above all else, humanity.” 


“Lord, when he gets Your call some day, 
And answers, ae right away.’ 
Please give him months of rest and play, 
Don’t show him broken bones and slings, 
But give him lots of pleasant things 
Before he: mends the angels’ wings.” 


(Catharine Williams ) 


[This was read on a broadcast, station CFCF, on Mar. 
10, 1943. It appeared in “The Family Album,” to be ob- 
tained from the Breakfast Club, Chicago. ] 
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OBSTETRICS IN RURAL PRACTICE 
A Review oF 250 ConsEcCUTIVE CASES 


S. C. ROBINSON, M.D., New Denver, B.C. 


Most RURAL pocTors can probably recall the 
anxiety with which they approached the tradi- 
tional trials of obstetric practice. The legends of 
tragedy and heroism are legion, and this writer, 
also, can recall his initial and sometimes bitter 
experience in other locations. 

It was felt that a review of 250 consecutive 
confinements over a 5-year period from 1948 to 
1953 in a typically rural and fairly isolated loca- 
tion might be informative. All of these cases 
were delivered in a small community hospital, 
and no case was referred away. The material was 
reviewed primarily to assess the obstetrical work 
done over this period. Having done so, I felt the 
review might interest other physicians, particu- 
larly those proposing to engage in rural practice. 


The material and results have been arranged 
and are shown in Table I. 


In Table II are shown the major problems en- 
countered which are not specifically mentioned 
in Table I. 


Analgesia.—In most cases demero] (pethidine ) 
100 mgm., hyoscine gr. 1/150, with Seconal gr. 
114 were given during the first stage. I believe 
this to be safe and usually effective analgesia. 
Fifteen or twenty minutes after administration, 
labour appears to slacken off for about 30 


TABLE I. 
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age | Pitui- 
Number of Prenatal | length | trin | Forceps 
cases % | Single | Twin care labour | used used 
Primipare | 57|22.8 Yes 


Multipare |193/77 .2 


Total...../250) 100) 246 4 236] 14 26.8%| 64% 


*One neonatal death—hydrocephalus 


TABLE II. 
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minutes, the patient has a needed rest, relaxation 
occurs, and subsequent progress is generally 
rapid. Trichlorethylene was used in 21 cases. 
Contrary to most reports, this agent appeared 
to be of little value, and although controlled by 
the patient herself, under supervision, the mask 
often caused fright. 


Anzsthesia.—Vinyl ether by open drop was 
used for delivery in most cases. This was found 
to be safe and rapid, to permit quick recovery, 
and in this series to have no adverse effect on 
the infant. 


Prenatal care.—The usually recognized pro- 
gramme was followed. No cases of hyperemesis 
were seen, and common vomiting was controlled 
by explanation, frequent feeding, dimenhydri- 
nate, or occasionally vitamin B, in daily 100 
mgm. intravenous doses. The hemoglobin levels 
were maintained as high as possible—usually 
with ferrous gluconate. A low hemoglobin level 
was observed to have a positive relationship with 
postpartum hzemorrhage. A high protein diet 
was prescribed, and weight controlled easily as 
a rule. In the presence of albuminuria and/or 
rising blood pressure, or rapid weight gain, salt 
was strictly curtailed. This generally remedied 
the situation and no eclampsia or pre-eclampsia 
was seen. 


Surgical induction by membrane rupture was 
_ performed on eight occasions near term for one 
of the following reasons: (1) rising blood pres- 
sure; (2) history of rapid previous labour in a 
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tion Por’. Deaths Breast 

Position Tear | Epis. | placenta | Ham.| Mat. Fet. | feeding 
® 
S 
= 

3.2% —-| oO |-———— 
(Ceesarean) 
P 0.4 0 
19.2%| 28% 2% 2% 0 OF | 45.2% 








Non-obstetrical 


3 cases post-pneumonectomy (bronchiectasis) 


1 case active artificial pneumothorax 

1 appendectomy—2nd trimester 

1 strangulated hernia (of parovarian cyst and tube) early 
p.p. Successful operation 6th p.p. day (previously 

reported) 


Obstetrical 


2 cases previous Cesarean section—successful vaginal 
delivery. 

1 Cesarean section (previous unsuccessful test of labour) 

1 neonatal death—hydrocephalus 

4 cases mild thrombophlebitis in p.p. period, 1 extending 
above knee 

1 case p.p. endometritis—probably venereal. 
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woman living a considerable distance from hos- 
pital. 

Forceps were used in 64% of cases. In almost 
all instances the patient was in late second stage 
labour, and the instruments were used to guide 
and lift rather than to pull the head. I sometimes 
think of this use of the obstetrical forceps as I 
do of the use of a shoehorn with tight shoes. 

Perineal lacerations, some of these following 
inadequate episiotomy, were caused in 19.2% 
of cases. There were no third degree tears, and 
many were simple mucosal abrasions requiring 
one or two sutures to close. I feel there is con- 
siderable possibility of improvement in judgment 
and technique in this regard. 

Pituitrin was used in 26.8% of labours. This 
appears to be a high proportion, although a 
definite indication was always presumed. Sub- 
sequent knowledge revealed that an earlier as- 
sessment and more reasonable action (e.g. 
manual rotation) would have been preferable in 
some of these instances. 

Where sloughing of episiotomy sutures oc- 
curred, it appeared to be due to too tight sutur- 
ing. As more care was exercised in this -respect, 
the trouble ceased to occur. 

Preparation for breast feeding.—The practice 
of breast feeding appears to be declining, and 
my figures include cases nursing for only 10 
weeks. Instruction and preparation help, but the 
mothers today know full well that successful 
artificial feeding is possible, and we are the 
victims of our own science. 


DIscussION (AND LESSONS LEARNED ) 


As a result of this limited experience a number 
of obvious, but none the less important, observa- 
tions were made. Some of these are probably 
worth reiterating. 

Under the conditions of rural practice it is 
possible to know both the patient and her hus- 
band and often to observe the home situation. 
The value of this cannot be overemphasized. 
One usually has time to teach and advise. The 
patient knows her doctor, and becomes more 
and more inclined to discuss her problems. 

Complete prenatal care can be accomplished 
with the minimum of equipment and aids, and 
good care pays big dividends. Instructional 
books are of limited value. Grantly Dick Read’s 
“Introduction to Motherhood”* is valuable. The 


*Published by Harper & Bros., New York, 1950. 
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exercises are well described and illustrated. A 
few copies can be kept to lend patients. 

The patient can be seen often during labour, 

and she feels secure. Half an hour spent sitting 
with the patient will usually enable one to de- 
termine the type of labour one is dealing with. 
If possible, the parturient woman ought never 
to be left alone. In longer labours, fluids and 
light foods should be given. If the second stage 
is not gding well, or steady progress is not being 
made—find out why. 
_ One should become expert with the techniques 
one is using, and stick with these until a clearly 
superior alternative is learned. The techniques 
must be adjusted to the facilities available, but 
fundamental principles need never be com- 
promised. 


Early ambulation after normal labour is now 
generally practised, but exercise must be bal- 
anced by adequate rest. I can see no sense or 
virtue in the so-called “knee chest” exercise. 

It is worthwhile, especially with primiparas, 
to spend an hour before the patient goes home, 
talking over her programme and the baby’s in 
relation to the home and family situation. This 
can be quite detailed and practical, and I do not 
believe this duty should be left to the visiting 
nurse. The husband ought to be encouraged to 
participate in the child’s care and share the re- 
sponsibility. 

Finally, the importance of the post-natal ex- 
amination should be stressed. I have found that 
this is better done at two months, rather than 
in the traditional six weeks. 





SEEING THE HEART SOUNDS 


Spectrum analysis is the name given by electronics 
engineers to the procedure whereby a physical occur- 
rence such as speech is analysed for time, frequency and 
intensity. The latest development in this field, described 
by Geckeler et al. (Am. Heart J., 189: 48, 1954), is 
the analysis of the heart sounds. The analysis is re- 
produced as a picture or cardiospectrogram in which the 
vertical component is sound frequency, the horizontal 
time; intensity is represented by the blackness of the 
picture. Interesting details about heart sounds and 
murmurs have already been ‘obtained with this technique. 
For example, the third heart sound can often be seen 
although it is inaudible through the stethoscope, and the 
crescendo effect in the presystolic murmur of mitral 
stenosis is shown to be an illusion. 
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THREE CASES OF DISSEMINATED 
LUPUS ERYTHEMATOSUS 
WITH PSYCHOSIS 


G. E. HANRAHAN, M.D., Montreal 


SYSTEMIC LUPUS ERYTHEMATOSUS was originally 
regarded as a febrile disease having cutaneous 
lesions as its primary manifestation. Subsequent 
investigations have considerably broadened the 
concept of the disease, It is now considered to 
be a recurrent systemic collagen disease which 
may be present in a subdued form for a decade 
or more with alternating periods of apparent 
health and of unexplained invalidism of irregular 
duration. It is more common in females between 
20 and 30 years of age. There may be widespread 
involvement of the integument, eyes, serous 
membranes, kidneys, heart, liver, spleen, blood 
vessels, lymphatics and central nervous system. 
The etiology still remains obscure. 

Kaposi! in 1872 made the first necropsy re- 
ports. Although Osler? made a comprehensive 
study of the disease, little was contributed to the 
knowledge of its systemic character until the 
findings of Libman and Sacks* in 1924. Klem- 
perer‘ and his colleagues have described, since 
1941, many features of the condition. Recently, 
a number of excellent symposia and reviews have 
appeared.® ® 7 


The pathology is, in the gross, varied and not 


always distinctive microscopically. The most uni- 
versally accepted histopathological picture is, in 
brief, an involvement of the collagen systems 
with fibrinoid degeneration having special pre- 
dilection for small arteries, arterioles and the 
intercellular ground substance. There is a pro- 
liferative endarteritis in smaller vessels and a 
thickening of the media of larger ones leading 
to a narrowing of the lumen and, not infre- 
quently, to subsequent thrombosis. At the same 
time there is a moderate infiltration of inflam- 
matory cells; in the early lesions this is chiefly 
perivascular but later it tends to be more diffuse, 
accompanied by fibroblastic hyperplasia. 

The symptoms and signs are protean, as might 
be expected in view of the various foci. Thus, in 
the absence of a skin eruption, the condition may 
resemble periarteritis nodosa, acute glomerulo- 
nephritis, rheumatoid arthritis, scleroderma, 
dermatomyositis, and rheumatic fever; in some 
cases it may cause unexplained pyrexia. 
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Lupus erythematosus varies in form from the 
familiar butterfly rash of chronic discoid lesions 
affecting the malar regions to the acute febrile 
form with its numerous ‘systemic manifestations. 
A sudden or insidious transition from the chronic 
to the acute stage may occur. The acute condi- 
tion occasionally follows some trauma such as 
exposure to sunlight. 


The diagnosis in the systemic form of the dis- 
ease is usually based on the following: (1) a pro- 
longed irregular fever with a tendency to re- 
missions of inconstant duration, associated with 
other constitutional symptoms such as anorexia, 
weakness and weight loss; (2) a tendency to re- 
current involvement of synovial and_ serous 
membranes—pleurisy, pericarditis, peritonitis, 
polyarthritis; (3) a depression of bone marrow 
function with leukopenia, anzemia and thrombo- 
cytopenia; (4) an increase in the erythrocyte sedi- 
mentation rate; (5) in advanced stages possibly 
clinical evidence of vascular alterations in the 
skin, in the kidneys and in other viscera; (6) as a 
further aid, demonstration of the L.E. phenome- 
non of Hargraves et al*:* in the bone marrow 
and peripheral blood. | 


Although it is recognized that the disease pro- 
cess involves the central nervous system, the 
literature contains few references to such in- 
volvement. In 1945, Daly® observed that neuro- 
logical examination may be entirely negative or 
may disclose abnormalities of the motor system, 
such as hyper-reflexia, clonus, and_ positive 
Babinski signs. Keil’? noted that the cerebro- 
spinal fluid is usually normal except for the oc- 
currence of a first zone or subpositive colloidal 
gold curve and occasionally an increased number 
of cells. The blood Wassermann reaction is usu- 
ally negative but it may become positive al- 
though syphilis is not a factor. Convulsions, 
usually generalized, may occur in the absence 
of uremia. Epilepsy has occasionally been the 
first sign of lupus erythematosus. This associa- 
tion of epilepsy and lupus was noted in many 
case reports but little comment was made in the 
literature until very recently.1! Mention is made, 
however, that one of the most common cerebral 
complications is a toxic delirium manifested by 
confusion, disorientation, restlessness and irrita- 
bility; in terminal stages, coma frequently super- 
venes. Only a small number of ‘cases with a con- 
current non-toxic psychotic episode have ap- 
peared in the literature. In the past, however, the 
diagnosis has not been made until the final stages 
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of the disease, when it is not uncommon to see 
a toxic psychosis. 

Recently, Glaser’? described central nervous 
system lesions, but in spite of, extensive cerebral 
lesions in two of his cases, neurological signs and 
symptoms were absent. The converse has also 
been noted in the literature. The picture is that 
of focal or disseminated encephalomalacia _pri- 
marily involving the grey matter of the cerebral 
cortex, and secondary to the specific endarteritis. 


CasE 1 


A 25 year old woman was first admitted to hospital in 
March 1951. The patient, according to her mother, was a 
normal and happy person. She began to show nervous- 
ness about 1947. About that time she began to vomit 
irregularly; at times the vomitus was blood-streaked, and 
sometimes associated with abdominal pain. This followed 
the removal of a wisdom tooth. Associated with the ab- 
dominal pain and vomiting, there was a low-grade fever. 
A barium series showed no definite findings. She re- 
mained at home and was treated with penicillin, vitamins 
and intravenous glucose. Apparently some improvement 
in her condition was noted but according to her mother 
there was some questionable swelling and redness of the 
knees, wrists and hands. The low-grade fever continued. 
Four weeks prior to admission; she began to refuse food, 
felt that some men were trying to kill her and that the 
newspapers all over the world were writing about her. 
Furthermore, she was convinced that she Sed syphilis 
and that she had been sent here from England for treat- 
ment. Hallucinations were in evidence at this time. 

Physical examination revealed a marked acneiform 
eruption on the cheeks and shoulders with excoriations 
on the shoulders and legs. Temperature was 101.2° F., 
pulse 118, blood pressure 138/80. There was a 2 plus 
apical systolic murmur. Some epigastric tenderness with 
muscle guarding was noted. Neurological examination 
was negative. 

Laboratory investigation revealed a constant but 
gradually diminishing albuminuria, cylindruria and hema- 
turia. Sugar and acetone were present in the urine in 
minimal quantities at all times. Blood pictures showed an 
increasing anzemia (2,400,000) and leukopenia (2,550). 
Differential white cell count revealed a shift to the left 
with a relative and absolute lymphopenia. Heemoglobin 
value ranged between 8 and 10 gm. %. The sedimenta- 
tion rate was markedly elevated on admission but had 

. decreased to 29 mm. in one hour at discharge. The blood 
Wassermann reaction was 1 plus, Kahn reaction 4 plus 
(these became negative on subsequent examinations). 
Blood urea nitrogen was 24 mgm.; plasma proteins 8.25 
pm. standard agglutination tests were all negative; 

lood cultures on two occasions were negative. 

The patient was somewhat perplexed, dishevelled but 
pleasant. She was completely disinterested in the sur- 
roundings, smiled often and laughed occasionally. 
Orientation was accurate and intelligence average, but 
memory was-not impaired. Judgment and insight were 
considered to be poor. Hallucinations were not elicited. 
She had one fixed delusion—that she had syphilis. In- 
consistently she remarked “I am going to die” or “you are 
driving me insane,” but at all times her conversation 
would gravitate towards syphilis. Psychological projec- 
tive tests showed indications of anxiety, bodily concern 
and emotional disorganization. Mental control was _ ex- 
tremely poor and the thought content unusual and at 
times irrelevant. Thematic apperception test stories con- 
tained a suicidal reference. 

In hospital, treatment was directed towards the physi- 
cal condition which improved on supportive therapy in- 

cluding vitamins, antibiotics and blood transfusions. 

Low-grade fever continued for many weeks with oc- 

casional spikes to 104° F. for no apparent reason. The 
temperature became normal and she ate and slept well. 
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Her colour was good and she seemed to feel better. 
However, little change in her mental condition was 
noted. She spent her days sitting contentedly in a chair 
gazing out of a window. When spoken to, she smiled in a 
rather silly childish manner, often giggling. She was 
always well oriented and never showed any memory 
impairment. Her verbal productions were rather vague. 
There were no evidences of hallucinations or illusions at 
this time. She remained convinced that she had syphilis. 
“I have syphilis. I have discoloured nails that are red 
and blue. And look at my hair, that’s a sign.” Regarding 
future plans she remarked that she would like to be- 
come a saleswoman or “jump in the St. Lawrence River.” 
She was released from Verdun Protestant hospital in 
June 1951 and spent the ensuing few months with her 
family in the country. 

In October 1951 she was admitted to a general hos- 
pital with a history of three days of diarrhoea with 
melzna. Physical examination at that time revealed a 
low-grade fever, blood pressure 115/60, pulse 86. There 
was a butterfly-shaped feaiah over the bridge of her nose 
and cheeks, which was not specific for lupus erythema- 
tosus. A psychiatrist suggested a diagnosis of hebephrenic 
schizophrenia. It was noted that she told “fantastic 
stories and her affect was incongruous with the situa- 
tion.” Laboratory investigation revealed hematuria, 
cylindruria, albuminuria; marked anemia and _leuko- 
penia; increased erythrocyte fragility; increased coagula+ 
tion and prothrombin times; platelet count 160,000. The 
blood Wassermann and Kahn tests were positive; CSF 
Wassermann was negative. Electrocardiogram, standard 
agglutination tests, chest radiograph, barium enema find- 
ings were all within normal limits. The non-protein nitro- 
gen was 25.8; total proteins 8.68, albumin-globulin ratio 
4.17/4.51; cephalin cholesterol flocculation 3 plus, 
thymol turbidity 15.8 c.c., and thymol flocculation 
negative. 

In spite of treatment with various antibiotics and 
vitamins, the patient followed a downhill course. The 
temperature rose gradually to 104° F., she became more 
restless, and complained increasingly of right upper 
quadrant abdominal pain with tenderness. A few days 
prior to her death she developed athetoid movements 
and small punctate skin hemorrhages. On the morning 
of her death she became stuporous; her eyelids were 
swollen and her pupils small and her abdomen was 
distended. Later that day, her right pupil became dilated 
and fixed. A right-sided flaccid paralysis was also noted. 

At autopsy, effusions were found in the right pleural 
space, the pericardial sac and the left knee joint. 
Petechial hemorrhages were noted in the skin, peri- 
cardium, myocardium, bladder and kidney cortex. An 
extensive subarachnoid hemorrhage was noted, but no 
source of bleeding was identified. The brain appeared 
otherwise normal. Infarcts of the liver and small wedge- 
shaped scars of the kidney cortex were noted. Scattered 
arteries of the heart, liver and kidneys showed a marked 
cellular fibrous proliferation of the subendothelial and 
adventitial layers. Fibrinoid degeneration of the subendo- 
thelial fibrous tissue, as well as the fibrous tissue of the 
heart, kidney and liver was observed. The kidneys 
showed wire-loop thickening of the glomerular mem- 
brane. Onion-skin fibrous proliferation was observed 
about the splenic arterioles. An obvious lack of inflam- 
matory cellular infiltration about the lesions was noted. 
These lesions were consistent with a diagnosis of dis- 
seminated lupus erythematosus. 


CasE 2 

A 34 year old single female was admitted in 1942 to 
a anadel hospital in New York City. Two weeks prior to 
admission, she ‘had suddenly developed the idea that 
she was an Armenian queen and that she had been 
kidnapped as a child. She heard voices telling her about 
her reincarnation. She appeared elated and spoke about 
her spiritual lovers who told her to jump up and down 
and to shout. She was arrested by the police for disturb- 
ing the peace. She was described then as smiling and 
laughing inappropriately, displaying delusions of gran- 
deur and persecution. She was negativistic, resistive, 
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withdrawn and autistic. Physical examination was nega- 
tive. Laboratory investigation revealed a positive blood 
Wassermann. The CSF was negative. 

The family history was negative for mental and 
nervous disease for two generations. Her personal history 
was negative. She was described as very stubborn and 
rather careless with her possessions. She was not frank 
but very critical; seclusive and withdrawn. She spent her 
time mostly going to the movies or to the library. 

She was transterred to a state hospital in New York 
and was described there as well behaved, friendly and 
pleasant although suddenly she would become cross 
and irritable, moving about in a nervous manner. She 
had ideas of influence about a vibratory apparatus. Her 
memory was good but orientation was impaired. Treat- 
ment included 60 insulin comas. The diagnosis of para- 
noid type of schizophrenia was made. Her Wassermann 
reaction became negative after a few injections of bis- 
muth. She was discharged to a Montreal hospital, im- 
proved, in 1950. 

In appearance, the patient was now clean and neat, 
except for untidy hair. The emotional response was in- 
appropriate, there being considerable laughter without 
apparent cause; the sensorium was clear, orientation 
accurate, memory good, judgment impaired; intelligence 
was at least average; her ideation was illogical. She 
possessed no insight. No paranoid features were elicited. 
A diagnosis of hebephrenic schizophrenia was made. 

Laboratory investigation included a chest radiograph 
which revealed a tuberculous lesion in the left apex: this 
gradually progressed to advanced bilateral parenchymal 
disease. Electroencephalogram showed no evidence of 
focal disease. The urine was normal; Hb 13.4 gm.; sedi- 
mentation rate 63 in one hour. This remained continually 
elevated. 

The course in hospital was uneventful for some months 
except that she was losing weight rapidly—25 pounds in 
12 months. In April 1951, an acneiform eruption de- 
veloped on her face. In August 1951, she had several 
acute febrile incidents. On more than one occasion, the 
temperature went from 97° at 10 a.m. to 106° at 2 p.m. 
and was again normal at 6 p.m. This type of reaction 
went on for three weeks. Laboratory findings at this 
time revealed albuminuria, cylindruria and slight glycos- 
uria; sedimentation rate was 65; there were ees 


(3,400) and hypochromic normocytic anzemia (Hb 8.2); - 


standard agglutination tests were negative; urea nitrogen 
was 29. The patient’s only complaint was of chilly 
sensations and on The mental picture remained un- 
changed. 

During the next year, the patient’s temperature was 
normal at times. In April 1952, a non-tender lymph 
node was noted in the axilla. CSF examination at that 
time revealed a + Pandy reaction and a subpositive 
colloidal gold curve. The blood Wassermann reaction 
was negative. The CSF later became negative. L.E. cells 
were detected. 

In December 1952 she developed an_ intermittent 
eruption over her cheeks and nose of a blotchy erythema- 
tous nature, just after starting on a course of strepto- 
mycin and PAS. 

Her habits by this time had become faulty. Her 
mental state fluctuated between periods of lucidity and 
calmness and periods of excitement and loquacity re- 
quiring sedation. A diagnosis of disseminated lupus 
erythematosus was made. Her condition at present re- 
mains unchanged. She has never received cortisone, only 
high doses of vitamins C and K for several months. 


CasE 3 


A married woman of 21 was admitted to this hospital 
in January 1953. She had been hospitalized in England 
in 1940 for epilepsy and afterwards had remained on 
anticonvulsant therapy. From 1951 onwards there were 
numerous admissions to a general hospital in Montreal 
for disseminated lupus, for which she was treated with 
cortisone. 

Tests were positive for L.E. cells on numerous oc- 
casions. In October 1952, she had become euphoric and 
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was still having grand mal seizures. Her behaviour pro- 
gressively deteriorated from this point and by late 
October she was noted as impulsive, gay and difficult 
to control. Laboratory tests were negative in December 
1952; the patient’s contact with reality was too frag- 
mentary to permit standard psychological testing. 

Her behaviour showed some automatic grasping and 
the question was raised as to whether she might have 
an intracranial lesion. She had several more grand mal 
seizures in hospital. Electroshock therapy was com- 
menced and 14 treatments were given to control 
euphoria and giggling behaviour. It was noted in De- 
cember that her mental condition tended to deteriorate as 
her lupus became more severe. Accordingly her corti- 
sone intake was increased. It fluctuated between 125 to 
175 mgm. a day. 

A psychiatric diagnosis was found difficult to make. 
Her mee resembled a hypomanic reaction rather 
than hebephrenia, although features of the latter had 
seemed more prominent at the outset. It was considered 
that the behaviour was primarily a response to cortisone. 

In January 1953 she was admitted to this hospital. 
Physical examination revealed a blood pressure of 
122/82; temperature was normal. There was the typical 
eruption of disseminated lupus. A non-painful mass was 
present in the left upper quadrant of the abdomen; there 
was bilateral hyper-reflexia of the upper extremities and 
knee jerks, with diminished abdominal reflexes. The 
patient walked with a shambling gait. Mentally she 
showed visual delusions of misidentification, auditory 
hallucinations, feelings of unreality and of influence. 
There was an inappropriate mild euphoria and emotional 
lability. Thought processes showed slowness, circum- 
stantiality, punning and rhyming. The sensorium = 
peared clouded. Orientation appeared accurate. Intelli- 
gence showed deterioration, judgment was poor and 
recent memory was defective; insight was poor. There 
was absence of genuine confusion coupled with good 
orientation; this perhaps was against a toxic state. The 
overall picture looked organic. Since she had received 
175 mgm. of cortisone a day, the possibility of a corti- 
sone-induced psychosis was considered. 

In less than a week her skin condition had, improved 
and she appeared non-psychotic; the dosage of cortisone 
had remained unchanged. Laboratory investigation re- 
vealed albuminuria, hematuria, slight glycosuria and 
cylindruria. The specific gravity was not fixed; heemo- 
globin value was 11.3; urea nitrogen 24. 

An attempt then was made to reduce the amount of 
cortisone. Daily eosinophil counts increased from 10 to 
90 as this was done. At the 50 mgm. a day level, the 
patient’s temperature mounted to 104°. When the corti- 
sone intake was stepped up to 200 mgm. again, the 
temperature dropped to normal in a few hours. On the 
200 mgm. regimen, the patient remained mentally intact, 
occupying herself with nee and reading. She was 
circumstantial, laughed readily, and was somewhat 
childish in her approach—her prepsychotic personality. 
She was co-operative and sociable. 

Up to March 1953, her temperature remained nearly 
normal. Following this a definite pattern was observed 
each day, namely, 100 to 105° F. from 8 to 12 a.m. and 
normal Saati 4 and 8 p.m. She received at this time 
a 150 mgm. maintenance dose of cortisone daily. She 
cried a great deal, complained of arthralgia, and had 

eriods of confusion during which she mumbled inco- 
Sealy. especially after seeing her relatives. Blood 
transfusions were administered because of a marked 
anemia just prior to her readmission to the general 
hospital, where she died of pulmonary congestion within 
a week. The cortisone had eae increased to 300 mgm. 
a day several days eee. 

At autopsy, there were the usually defined lesions of 
disseminated lupus erythematosus affecting the heart and 
the kidneys. The lungs were markedly congested; the 
heart was dilated with passive hyperemia in the liver and 
spleen. There was evidence of a recent organizing fibrin- 
ous exudate over the pleura, pericardium and peritoneum. 
The brain was unremarkable both in the gross and on 
microscopic examination. 
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DIsCUSSION 


Mental disturbances in disseminated lupus 
erythematosus have been reported in the litera- 
ture since Kaposi'* in 1872 first noted stupor and 
comas as terminal manifestations. Bowen'* 
further widened this concept by including 
mental changes which appeared to be present in 
earlier phases of the disease. In 1945 Daly® sum- 
marized the neurological findings and concluded 
from the case reports of Klemperer* and Cluxton 
and Krause’ that frank psychoses other than 
toxic deliriums can occur during the course of 
the disease. Recently, Shearn and Pirofsky,® in 
an analysis of 34 cases, observed mental changes 


in 50% of the patients, the majority having 


severe depression. 

In the past, the tendency has been to slur over 
the observed psychiatric disturbances and to 
regard them as merely mental changes or else 
toxic deliriums. It is difficult to categorize the 
psychiatric symptomatology in this disease be- 
cause of the lack of adequate description in the 
literature. It is quite possible that many of the 
psychoses reported lack the distinguishing 
features of a toxic psychosis. 

In the present series, it is not possible to link 
categorically the psychosis with the lesion which 
lupus erythematosus may cause in the brain, 
since there was no evidence of clear-cut organic 
symptoms. It is interesting, however, that the 
psychosis in each of these cases was associated 
with this disease. In the third patient, a cortisone- 
induced psychosis in a brain-damaged patient is 
a further possibility. In the literature, it has been 
observed that many of the psychoses associated 
with cortisone have occurred in patients with 
collagen diseases, particularly with disseminated 
lupus erythematosus."* In other words, these pa- 
tients are receiving both cortisone and brain 
damage. This may account for the large number 
of psychoses of organic causation currently 
being described. Furthermore, psychiatric diag- 
nostic ability has improved considerably among 
the dermatologists and internists. It is strange 
however, that Wittkower and Russell’? in a sur- 
vey of nine mental hospitals in England recently, 
with a combined population of 13,468 patients, 
found and examined 223 individuals suffering 
from skin disease, but did not diagnosé one case 
of lupus erythematosus. 

The individual lesions of systemic lupus ap- 
pear to run independent courses. The centre of 
activity symptomatically may be the skin, then 
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shift to the heart, kidneys, or spleen. Neurologi- 
cal symptoms, including epilepsy, may be the 
outstanding ones for a while. Perhaps, then, psy- 
chiatric syndromes, including psychosis may be 
the salient feature at one time or another, and 
are probably more specific for the personality of 
the patient than for the organic disease. 


SUMMARY 


1. The pertinent literature is reviewed, particu- 
larly those reports concerning neurological ob- 
servations and the clinical course of dissemi- 
nated lupus erythematosus. 

2. Three cases of psychoses occurring in this 
disease have been described, one of which had 
been treated with cortisone. 

3. Attention has been drawn to the lack of 
adequate description of psychiatric syndromes 
appearing in disseminated lupus. It has been 
suggested that mental disturbances may be an 
integral part of this condition. 

4. The form the mental disturbance takes may 
well be more specific for the total personality 
type than for the organic illness. 


The author wishes to express his gratitude to Dr. G. 
E. Reed, medical superintendent, for permission to 
publish this paper and to Dr. H. E. Lehmann, for his aid 
and encouragement. 
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G.P. PSYCHIATRY 


“It is a pity that psychological medicine has always 
been presented as a complex and difficult subject, so that 
the doctor who has had no special training believes 
himself unfitted to treat his neurotic —— when in 
fact he is the man most capable to help the majority of 


those who seek his advice.”"—Snowden, E. N.: Lancet, 
2: 379, 1954. 
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Case Reports 





PECTUS CARINATUM 


H. J. VAN NORDEN, M.D. and 
J. E. MUSGROVE, M.D., Vancouver, B.C. 


PECTUS CARINATUM, or pigeon breast, is a rela- 
tively uncommon condition about which little has 
been written in the English medical literature. 
The following is a case in point. 


W.V., a 17 year old Dutch lad, had noticed an ab- 
normal protrusion of his breast bone for as long as he 
could remember. He had no symptoms referable to the 
anterior chest wall but he had become more or less of 
an introvert, did not mix with the opposite sex, and had 
not been swimming for the past three years. He had 


Fig. 1 


become extremely selfconscious of his physical deformity, 
particularly during the past year. 

He presented himself -on September 29, 1953 and 
after full explanation it was decided to carry out surgical 
correction of the deformity (Fig. 1). 

The sternum and xiphisternum were exposed through 
a vertical incision, and the periosteum together with the 
sternal origin of the pectoralis major and a portion of 
the abdominal rectus muscle on either side was separated 
from the underlying bone and cartilages. Segments of the 
third to sixth costal cartilages were then excised 
bilaterally, approximately two to four cm. of each 
cartilage being removed. The prominent angle at the 
junction of the body of the sternum and xiphisternum 
was corrected by excising a V-shaped portion from it. It 
was not necessary to perform sternotomy at the junction 
of the manubrium ar body of sternum, for following the 
removal of the above mentioned costal cartilages the 
body of the sternum fell back into a normal position. 
The wound was dried as carefully as possible and 
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several pledgets of Gelfoam were placed in the spaces 
left by the excision of the costal cartilages. A small Pen- 
rose drain was left the full length of the wound and 
brought out at the lower end of the incision. The 
wound was then closed with interrupted chromic catgut 
sutures which approximated the periosteum and fascial 
origins of the pectoralis major muscles in the midline. 
The subcutaneous tissues were approximated with fine 
plain catgut and the skin was closed with interrupted 
mattress sutures. Just at the termination of the operation 
a small opening was made in the right pleura. This was 
closed after sucking out as much air as possible with a 
catheter. At the conclusion of the operation a plaster of 
Paris chest plate was made to cover the anterior chest 
wall in an attempt to control paradoxical movement 
during respiration. 

. The patient had a rather stormy postoperative course 
with development of atelectasis of the right lower lobe. 
This was controlled by the usual measures plus the use 
of Tryptar nebulization. There was considerable serous 
drainage from the wound during the first few days. The 
Penrose drain was removed on the fourth postoperative 
day and serous discharge continued for another - ten 
days. During this time he was given antibiotics to control 
infection. 





Fig. 2 
Fig. 1.—Moderately severe pectus carinatum, anterior and lateral views. 
Fig. 2.—Postoperative result. 


The patient was last seen on February 1, 1954 
(Fig. 2). At that time his chest wall was quite 
firm and he was asking about the possibility of 
doing weight-lifting exercises and swimming. He 
now has a new outlook on life and is much more 
self-confident; all in all I think the operation has 
been very successful both from the physical and 
mental aspects. 

It should be stressed that the postoperative 
course in these cases is liable to be difficult and 
the operation should not be undertaken without 
the patient’s or parent’s consent, following a dis- 
cussion of the postoperative dangers. 
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BRONCHIAL RESECTION 
AND ANASTOMOSIS 


COLIN S. DAFOE, F.R.C.S., Edmonton, Alta. 


A RECENT REPORT by Gebauer,’ has shown that 
the receptiveness of the central tracheo- 
bronchial tree to proper surgical procedures is 
exceptional, and the integrity of the lung tissue 
distal to the bronchial lesion is frequently pre- 
served. He reports 16 cases of reparative 
bronchial surgery without the use of dermo- 
grafts or’ artificial prostheses. The patients had 
been followed up for a period of eight months to 
two years. There has been no death or serious 
complications. The procedure used most often 
was excision and anastomosis of the main bronchi 
or of lobar bronchi. 


There were 12 instances of healed tuberculous 
bronchial stenosis, two of non-tuberculous bron- 
chial deformity, and two of localized tumour 
excision. In each instance intact functional 
_ pulmonary tissue was salvaged by surgical pro- 
cedures on diseased bronchi, and the results 
indicate that the receptiveness of the tracheo- 
bronchial tree is comparable to that of the 
gastro-intestinal and vascular systems. In all 
cases of isolated tracheo-bronchial disease, and 
in many cases when such disease is combined 
with pulmonary parenchymal disease, .some type 
of tracheo-bronchial procedure should be 
routinely considered if surgical treatment is 
contemplated. 


This is a report of the case of a young man 
who had a bronchial adenoma, which involved 
the main stem bronchus on the left side, in the 
region of the bronchus to the left upper lobe 
which was also affected at its beginning. 


The patient, a 25 year old man, is a Mormon mission- 
ary. In September 1952 at Saskatoon, as a result of a bron- 
choscopy for chest symptoms it was found that he had a 
bronchial adenoma. A pneumonectomy was advised, but 
he declined this procedure. I saw this patient for the first 
time on April 22, 1953, and since his visit to Saskatoon 
he had complained only of hemoptysis on two occasions, 
at which time he coughed up approximately one dram 
of bright red blood. This had occurred in the previous 
month. The only other complaint was of a slight wheeze 
on exertion. His past history was not relevant. Family 
history showed that his mother died of carcinoma of the 
stomach at the age of 63, his father died in an accident. 


On May 11, 1953, a bronchoscopy was performed 
and in the left main stem bronchus in the region of the 
upper lobe orifice some distortion of the main stem 
could be seen, also partial obstruction of the left upper 
lobe bronchus. A biopsy specimen was taken from this 
region. The remainder of the bronchoscopy was 
essentially negative. The pathological report of the 
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ene of the bronchus stated that it was compatible 
with the diagnosis of a bronchial adenoma. Subsequent 
bronchograms and tomograms confirmed that the 
adenoma involved the left main stem bronchus in the 
region of the left upper lobe branch, and also had in- 
vaded and partially obstructed the left upper lobe 
bronchus. 

This patient was anxious to go to Japan as a mission- 
ary, but the authorities stated that he could not go if 
he lost his lung but would in all probability be able 
to take up his post if he had a part of his lung on the 
left side. This stimulated us to consider resection of 
the left upper lobe, and the left main stem bronchus 
in the region of the lesion, and anastomosis of the lower 
lobe on the left side to the left main stem bronchus in 
the region of the carina. Therefore on May 12, following 
thoracotomy the patient had a left upper lobectomy 
performed, plus excision of the left main stem bronchus 
in the region of the branch to the left upper lobe, and 
subsequent anastomosis of the left lower lobe to the 
remnants of the left main stem in the region of the 
carina. This was a simple end to end closure with fine 
interrupted wire sutures, the suture line reinforced with 
any neighbouring fat or pleura. The bronchial artery was 
not preserved in this case. 

At the end of the operation the left lower lobe ex- 
panded under positive pressure without difficulty, and 
there were no apparent leaks under saline. 

The postoperative course was without incident; his 
remaining lobe was re-expanded at the end of 24 hours, 
and his drainage tubes were removed at 48 hours. 
Clinically he had a noticeable wheeze heard by stetho- 
scope for approximately eight days postoperatively, 
which was diminishing in pitch. Postoperative broncho- 
scopy on two occasions did not show any evidence of 
narrowing of the bronchus in the region of the anasto- 
mosis. He was discharged from hospital 12 days after 
the procedure, clinically well, with radiographs satis- 
eer and with no audible wheeze present in the left 
chest. 


The patient was followed up carefully post- 
operatively at weekly intervals for the first 
month and his condition was considered quite 
satisfactory. On July 27, he had a further 
bronchogram which showed a slight narrowing 
at the bronchial anastomosis, otherwise no ab- 
normality. At this time he had a very slight 
cough with approximately one dram of sputum 
per day, no wheeze, and no dyspneea. In Septem- 
ber 1953, he was considered in a fit state to travel 
to Japan, and in a recent communication he 
states that he has no respiratory symptoms 
whatsoever, and is able to live a completely 
normal life. 


SUMMARY 


The case is described of a 25 year old man 
who had a bronchial resection and anastomosis 
for a benign adenoma of the bronchus, which 
has resulted in an apparent cure up to eight 
months postoperatively. 
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THE CLINICAL EFFECTS 
OF CHLORPROMAZINE 
ON DYSKINESIA* 


W. F. TISSINGTON TATLOW, M.D.(Lond,), 
M.R.C.P.(Lond.), F.R.C.P.[C], 

C. MILLER FISHER, M.D., F.R.C.P.[C]t and 
ALLEN B. DOBKIN, M.D.( Toronto), 
Montreal 


CHLORPROMAZINE, available commercially as the 
hydrochloride, is known as Largactil in Europe 
and Canada. The drug was developed by 
workers in France in trying to find a pheno- 
thiazine derivative with greater central depres- 
sant action than promethazine. In reported 


studies chlorpromazine was found to be as safe . 


as the commonly used narcotic and sedative 
drugs. There are few disturbing toxic or side 
effects with a prolonged dosage of 150 mgm. 
daily by mouth; it may also be given intra- 
muscularly in 0.5% aqueous solution; when given 
intravenously it must be given in less than 0.25% 
solution by slow injection to avoid local irritation 
and cardiovascular and respiratory depression. 
In the normal human subject drowsiness and 
relaxation develop after intravenous injection of 
15 to 25 mgm. of the drug. In the acute and 
chronic alcoholic patient, psychomotor agitation 
accompanying withdrawal does not occur, and 
the nausea and vomiting produced by disulfiram 
are suppressed. One of us (A.B.D.) has already 
described! the electroencephalographic effects 
observed with the drug: these consist of patterns 
normally seen in sleep and drowsiness. One of 
us (A.B.D.) has shown? experimentally that 
chlorpromazine almost completely suppresses 
acetylcholine release from the cat’s cortex in 
doses of 30 mgm. per kgm. In addition, chlor- 
promazine appeared to depress acetylcholine 
release in schizophrenic patients, in whom corti- 
cal tissue removed at lobotomy was assayed for 
acetylcholine before and after chlorpromazine. In 
this brief paper the salutary effect of chlorpro- 
mazine in two cases of movement disorder, 
dystonia musculorum and hemiballismus, is de- 
scribed. These diseases are rather rare and our 
excuse for reporting only two cases is to draw 
the attention of others to this new medicament, 
since it is unlikely that one clinic will encounter 
a sufficient number of similar cases to draw re- 
liable conclusions as to its efficiency. 
*From the Departments of Neurology and Anesthesiology, 


Queen Mary Veterans’ Hospital, Montreal. 
+Now at Massachussetts General Hospital, Boston. 


DysKINESIA 
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Case 1 


H.J., aged 42, was admitted to Queen Mar 
Hospital in January 1954 with uncontrollable writhing 
movements of trunk and limbs. The patient stated that 
his symptoms began in August 1953 and had gradually 
progressed. At the onset his head had started to turn 
to the right, and about a month later the writhing move- 
ments had started. The patient had become very dis- 
tressed by his head being pulled to the right. There was 
no evidence of any neurological disease amongst parents 
or siblings. 

Except for empyema of left chest and amputation of 
left leg in World War II with various other incidental 
infections, the patient had been well. 

Vision and hearing, also bowel and urinary control 
were normal, but his speech had become affected by 
paroxysmal muscular movements. He had lost a con- 
siderable amount of weight and during the month prior 
to admission had developed gross weakness of his right 
shoulder muscles. 


Veterans 


Examination 


The patient was found to have semi-repetitive, jerky 
and also sinuous movements: these movements were 
associated with pouting of the mouth and snarling of 
the upper lip. One characteristic feature was that the 
patient found it impossible to sleep in bed except in 
the knee-elbow position, with his head held in his hands 
and his shoulders thrust against the upper end of the 
bed. (The patient’s symptomatology was so bizarre that 
he had to be kept in a side room to shield him from the 
inquisitiveness of other patients.) The head was tilted 
to the right, the left shoulder girdle undergoing slow 
sinuous jerky movements so that the arm was hitting the 
sides of the bed: when lying on his back gross torsion 
movements of the trunk and limb girdles occurred. Spon- 
taneous movements were not seen in the right devas, 
but this was attributed to marked atrophy and weakness 
of the shoulder muscles. Speech was interrupted by sniffs, 
grunts, pants; and head shaking to the right. 


No abnormality was found in the cranial nerves’ except 
for some optic pallor: in his upper limbs there was gross 
wasting and weakness of the shoulder muscles on the 
‘right and reflexes were absent. In the lower limb the 
reflexes were absent, the left leg having been ampu- 
tated. Plantar response was flexor and sensation was 
normal. 


Shortly after admission the patient developed acute 
anzemia associated with occult blood in his stools; a 
barium meal demonstrated evidence of a duodenal ulcer. 
Radiographs of the cervical spine, chest, skull and 
ventricular system were all normal. Blood copper, urea, 
neomenahoes, thymol turbidity, albumin-globulin ratio, 

ifferential white cell count and Wassermann reaction 
were also normal. 


The electroencephalogram was considered to be within 
normal limits. Psychological feats showed that the pa- 
tient was of average intelligence (full I.Q. 98). 


Treatment 


Heavy barbiturate and tolserol therapy appeared to 
have little effect, so chlorpromazine was tried. One of 
us (A.B.D.) gave 35 mgm. of the drug intravenously. 
A few minutes later the patient was unable to support 
himself in the knee-chest position. Whilst lying on his 
back he appeared to be free of involuntary movements, 
although he could move his arms and legs. During the 
succeeding six weeks the patient was kept on 200 mgm. 
daily by mouth with clear cut improvement. The gen- 
eralized movements did not cease entirely but the pa- 
tient felt much better. It was felt that the drug had 
been of definite benefit, although the abnormal move- 
ments still continued to a lesser extent. The patient was 
later transferred to the service of Dr. Harold Elliott for 


tying of the anterior choroidal artery (the subject of a 
further communication ). 
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COMMENT 


It was considered that this patient was suffer- 
ing from dystonia musculorum: the drug was 
very effective by intravenous injection, but it 
produced a considerable generalized weakness. 
On oral dosage the patient was much improved 
both subjectively and objectively. 


Case 2 


A- French-Canadian man, aged 75, was admitted to 
hospital on April 3, 1954, with violent gyrating -move- 
ments of his right arm and leg,. characteristic of hemi- 
ballismus. 

The patient had been previously admitted for hyper- 
tensive cardiovascular disease with cardiac failure but 
had been well until March 31, when he had several 
episodes of paresthesia of his right arm and leg lasting 
15 to 20 minutes. On April 2, violent uncontrollable 
movements of his right arm and leg started; these per- 
ae during waking hours but they disappeared during 
sleep. 

On examination there were violent gyrating move- 
ments of his right arm and leg, which were present at 
rest and were accentuated by walking or emotion. 
Speech was involved only by virtue of the spasmodic 
irregular movements of the arm, or leg and trunk. The 
patient was fully orientated, and no abnormalities were 
found in the cranial nerves: his tension reflexes were 
very depressed in his arms and absent in his legs, but 
— was intact and his plantar responses were 

exor. : 

Electrocardiography showed an_ incomplete left 
bundle branch block and radiography an increased 
cardiac size; liver function tests, sedimentation rate, blood 
count and Wassermann reaction were all normal. 

It was considered that the patient was suffering from 
hemiballismus due to a thrombotic lesion involving the 
left corpus Luysii. A trial of Benadryl (50 mgm. four 
times a day) for eight days was given. Benadryl com- 
bined with large doses of sodium Amytal appeared to 
have little effect, movements being so violent that ward 
rounds were disturbed by the continuous clanking noise 
as the bed shook with the rations of the patient, and 
friction sores appeared on the limbs of the right side. 
All medication was then stopped for three days and the 
movements of the right arm and leg became so severe 
that the patient had difficulty in sleeping. Chlorpromazine 
was then given in four intramuscular injections of 25 
mgm. doses at six hourly intervals; an immediate im- 
provement was seen, the movements at rest practically 
disappearing, although there was some very mild twist- 
ing of the right arm and leg on walking. Oral therapy 
with 50 mgm. of chlorpromazine six-hourly was con- 
tinued with almost dramatic results: two days later the 
patient was showing no movements. After five days 
pe therapy was substituted without the patient’s 

nowledge, and, within 12 hours the movements returned 

to about the severity prior to chlorpromazine. As the 
movements continued chlorpromazine was resumed with 
excellent results again; therapy was continued for a 
further 18 days and then stopped. On this occasion some 
minimal movements on walking returned but otherwise 
no gross involuntary movements occurred and the pa- 
tient was discharged three weeks later feeling well. 


COMMENT 


The treatment of hemiballismus has always 
been unsatisfactory and patients are very con- 
siderably disturbed by the incessant disabling 
movements, Extreme sedation gives only tempo- 
rary and partial relief. The prognosis of hemi- 


CasE Reports: CHLORPROMAZINE IN DyskINESIA 38] 


ballismus is eventually that of improvement, but 
it may take considerable time. Judging from one 
case chlorpromazine may produce a most aston- 
ishing relief from symptoms, tiding the patient 
over the acute phase of the disease, The exhibi- 
tion of a placebo with resultant return of the 
movements seemed to us a good control measure 
in assessing the efficacy of the drug. 

The treatment of dyskinesias has always been 
difficult and unrewarding, and has varied from 
sedation to pyramidotomy. Chlorpromazine 
opens a new field of therapy, and in our case 
of hemiballismus may have produced a per- 
manent relief within the estimated time of im- 
provement without treatment, but of course 
more cases are needed to confirm this point. 

The available literature makes no reference 
to the use of chlorpromazine in movement dis- 
orders. Its promising effect on the central nerv- 
ous system is a depressant one but the site and 
mechanism of its action are still to be elucidated. 
Should the striking relief of hemiballismus found 
by us be confirmed by others, an interesting 
clinical tool for probing nervous system function 
will be at hand. 


SUMMARY 


The effects of chlorpromazine on a case of 
hemiballismus and a case of dystonia muscu- 
lorum were definitely favourable. 
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THE GRAFTING OF TISSUES 


“It is no exaggeration to say that the surgery of tissue 
repair would be given a new dimension of freedom if 
tissues could be grafted from one individual to another 
as easily as they can be transplanted from one part to 
another of a single individual. As a general rule, it may 
be said that living tissue oo transplanted from one 
individual to another, which are known as homografts, 
are as successful, at first, as purely technical considera- 
tions allow them to be; but after a few weeks, their 
recipients cease to tolerate them, with the result that 
the grafted tissues are destroyed and absorbed, or 
sloughed away. This rule is most clearly exemplified by 
homografts of skin when transplanted ‘orthoto ically, 
that is into positions formerly occupied by skin. In 
human beings, grafts of this kind may be permanently 
successful only if the subjects of the operation are 
identical twins: but inasmuch as, on the average, only 
one person among 200 has an identical twin whose 
tissues might be made to stand proxy for his own, the 
exception is of minor practical importance. Fortunately, 
some other tissues are less exacting, and some other 

sitions in the body are more hospitable.”—Rep. Med. 
ss: Council, 1952-1953. 
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TEMPORAL ARTERITIS* 
C. D. CHIPMAN, B.Sc., M.D., Halifax, N.S. 


THE TERM “temporal arteritis” describes a non- 
specific, non-suppurative inflammation of arteries 
which is most obvious in the superficial temporal 
vessels. The clinical features of this disease were 
first described by Hutchinson in 1890' and the 
pathological lesions were outlined by Horton, 
Magath and Brown in 1932 when they described 
two cases seen at the Mayo Clinic.? These writers 
also suggested that this was a distinct clinical 
syndrome. Since that time the number of re- 
ported cases has increased every year until at the 
present the total is more than 150. The majority 
of these has been reported in the past five years, 
suggesting that the syndrome has only been 
recognized recently, and undoubtedly many pa- 
tients have been treated for unrelated disorders. 

Temporal arteritis is seen in the older age 
group, and, although cases have been reported 
in young women, it generally occurs between the 
ages of 55 and 80. At first thought to be com- 
moner in women, the condition now seems to 
show no significant sex preponderance. This syn- 
drome was described only in the white race until 
1951 when a case occurring in the Negro race 
was reported.* There are no occupational or en- 
vironmental factors apparent in the etiology, 


which is at present unknown. The onset is in- — 


sidious, usually with vague systemic symptoms 
such as malaise, fever, anorexia and loss of 
weight. Disturbances of vision are found in one- 
third of the reported cases and this disease may 
present itself as a visual disturbance or as com- 
plete blindness. Personality changes and other 
signs of disturbed cerebral function are common 
and may be difficult to evaluate in this age group. 
Sprague and MacKenzie (1940), reporting the 
first case from Canada, noted marked mental 
dullness during the height of the illness.‘ There 
does not appear to be any significant correlation 
between temporal arteritis and the common de- 
generative vascular disorders which may ac- 
company it. Usually from two to six weeks after 
the .onset of systemic symptoms, local signs be- 
come manifest. These may be found in any of 
the branches of the temporal artery and a 
knowledge of the course of this vessel helps in 
evaluating their distribution. As the anterior 
branch is the most superficial, the characteristic 


*From the Medical Service of the Victoria General Hos- 
pital, Halifax, N.S. 
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signs of beading and tenderness of the vessel 
with erythema and oedema of the skin are most 
obvious in those areas of the scalp over this 
branch. The deeper branches may also be af- 
fected as well as the occipital artery. Involve- 
ment of branches to the temporo-mandibular 
joint and the masseter muscle may account for 
the frequent complaint of pain in the jaw. The 
middle temporal branch anastomoses with the 
ophthalmic artery via the internal maxillary 
artery. and changes in these vessels may lead to 
impaired vision. Low grade fever is common, and 
there is moderate anemia and a polymorpho- 
nuclear leucocytosis without eosinophilia. The 
erythrocyte sedimentation rate is invariably 
elevated during the active phase of the disease. 





Fig. 1 


The course is one of gradual subsidence over a 
period of months and the prognosis is generally 
good, although caution should be employed as 
the natural history of the disease has not been 
established. A complete review of the syndrome 
was made by Crosby and Wadsworth (1948) in 
which five cases were reported.® 

The following case was observed on the Medi- 
cal Service of the Victoria General Hospital. 


A 76 year old white male pensioner was admitted 
to the hospital February 13, 1954. He complained of 
pain in the head, sore throat, and cough which had been 
present for two weeks before admission. He also had 
experienced two episodes of double vision of short dura- 
tion. His illness began with pain in the throat and cough 
following a tooth root extraction three weeks before he 
came to hospital. The extraction was done because of 
= which was attributed to pressure from an upper 

enture. The headache which developed was continuous, 
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not well localized, and was described as severe and 
throbbing, having interfered with sleep for many nights. 
There was also throbbing pain anterior to the right ear, 
in which a hearing aid had been worn for many years. 
Functional inquiry was non-contributory except that 
loss of weight had been noted recently. The patient had 
been given tetracycline (Achromycin) the day before 
admission. 

Family history revealed no evidence of allergy, 
migraine or renal disease. Past history included cholecyst- 
ectomy in 1950 and transurethral resection of the prostate 
for benign hypertrophy in 1952. His habits were 
temperate and he smoked occasionally. 

Examination revealed an elderly white male, ap- 
parently somewhat confused and deaf, wearing a hear- 
ing aid in the right ear. The temperature was 100.8° F., 
pulse 92, and respirations 20. There was a tender swelling 
without redness of the skin, palpated anterior to the 
right ear. The left fundus was obscured by an opacity 
in the lens and the right showed narrowing and some 
tortuosity of the arterioles but the nerve head was normal. 
Both ear canals were clear but the drums were grey and 
thickened. Manipulation of the right ear was painful. 
The patient was edentulous and the pharynx was slightly 
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hypertrophic osteoarthritic change was noted. Electro- 
cardiogram showed normal sinus rhythm. Electro- 
encephalogram background was a mixture of seven to 
nine per second frequencies with similar wave forms 
appearing in the frontal lobes with hyperventilation. 

Course in hospital—The temperature was consistently 
elevated, usually normal in the morning with an evenin 
rise to about 100° F. There was no change after a wee 
of tetracycline therapy or after penicillin and strepto- 
mycin were given. The cedema and tenderness anterior 
to the right ear persisted and anorexia was marked. Six 
days after admission the temporal arteries on both sides 
showed definite oedema and erythema along their course 
and at this time the diagnosis was suspected (Fig. 1). 
The headache became less severe and within one week 
there was diminution of the tenderness and _ swelling. 
This phase of the illness coincided with the administra- 
tion of Benadryl (diphenhydramine) 50 mgm. every six 
hours. On March 2, 1954, 2 cm. of the left temporal 
artery was excised and the specimen sent for patho- 
logical examination. The patient was discharged three 
days later, slightly improved. 

The report of the microscopic examination of the 
sections was as follows: “The artery is irregularly ex- 





Fig. 2 


reddened. Examination of the chest revealed a few rales 
at the right base. The heart was of normal size, the 
sounds were of good quality and no murmurs were heard. 
Blood pressure was 150/80. The abdomen was normal. 
Rectal examination revealed no abnormality, the pros- 
tate was not enlarged and the residual urine was two 
ounces. Reflexes were equal and physiological. Pulsa- 
tions of the dorsalis pedis artery were absent but there 
were no signs of circulatory impairment of the extremities 
although the radial artery was Taedad and tortuous. 
Kahn and Wassermann reactions were negative. 
Urinalysis showed a trace of albumin and bacteria in 
two specimens, specific gravity 1.021. Hzemoglobin value 
was 85%, and white cell count 14,900. Fasting blood 
sugar was 108 mgm. %, blood non-protein nitrogen 56 
mgm. % on admission but later fell to 41 mgm. %. 
Serum acid phosphatase was 0.24 unit %. Lumbar 
puncture was done; the fluid was clear and under normal 
pressure, and the cell count was normal with protein less 
than 20 mgm. %. The colloidal gold curve was normal. 
Radiographs of the skull showed no abnormality. Chest 
vadnamatley revealed ne of the i pleura of 
the left lung. Radiographs of the lumbar spine and 
pelvis showed no evidence of metastases, but extensive 


Fig. 3 


panded throughout its length. There is generalized 
fibrous thickening of the adventitia. The media shows 
thickening as by cedema, inflammatory cell infiltration, 
and replacement by fibro-cellular ammatory tissue, 
containing on the intimal aspect, numerous giant cells. 
The intima shows gross fibro-plastic thickening. There 
is also in places thrombosis of the reduced lumen. The 
recurrent episodes of inflammation and/or organization 
of thrombus in the thickened intima are demarcated by 
laminze of fibrin” (Figs. 2 and 3). 

The patient was re-examined April 28, 1954, three 
months after the onset of symptoms. His headache had 
cleared up and his only complaints were of weakness of 
the legs and occasional dizzy spells. Appetite was good 
and he had gained 10 pounds. The temporal arteries 
were palpated as firm, tortuous, non-tender cords and no 
pulsation was evident. There was no erythema of the 
overlying skin. Temperature was 97.8° F., pulse 80, 
bived pressure 124/70. Urinalysis was ommik specific 
gravity 1.020. Hzemoglobin value was 8.86 gm. %, sedi- 
mentation rate 27 mm. in one hour (Wintrobe). White 
cell count was 8,650 with slight neutrophilia and no 
eosinophilia. The anzemia was microcytic, predominantly 
normochromic but partly hypochromic in type. 
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DISCUSSION 


A review of the published cases of temporal 
arteritis indicates that this is a disease of the 
arteries which can be separated from other forms 
of arteritis, including  periarteritis nodosa, 
Buerger’s disease, and rheumatic arteritis. Some, 
however, have felt that this syndrome may not 
be distinguished from periarteritis nodosa, espe- 
cially on pathological grounds.® Clinical differ- 
entiation is based on the age group affected, the 
degree of chronicity of the process, the absence 
of eosinophilia, and evidence of the size of the 
vessel affected. Cases of chronic giant cell 
arteritis affecting the aorta and carotid vessels 
have been described,? and a case which was 
called tuberculous arteritis has been published 
in which the pathological features were similar 
to those seen in the temporal arteries in temporal 
arteritis.“ Evidence presented in these pathologi- 
cal reports and the prominence of systemic symp- 
toms and signs in temporal arteritis lend support 
to the theory that this is a generalized arteritis. 
In a review of the pathological features of the 
cases in which autopsy had been done, Cardell 
and Hanley (1951) presented a case of their 
own in which extensive involvement of arteries 
was found. They reviewed 13 cases which came 
to autopsy; lesions were found in temporal, 
interna] carotid and coronary arteries, and in the 
aorta.® In view of this disagreement regarding 
pathological and clinical features of the disease, 
various names have been proposed. “Temporal 
arteritis” has the advantage of common use and 
suitably describes the common clinical manifesta- 
tions. Kilbourne and Wolff (1946) in their criti- 
cal evaluation of the syndrome _ suggested 
“cranial arteritis,” but this term is somewhat 
restricted in view of the presence of such wide- 
spread pathological lesions.*° 

The histological picture is that of panarteritis 
with all layers of the vessel affected, The lesions 
are usually characteristic, but variations have 
been noted quite frequently. Thrombosis of the 
lumen is not always present and may vary in its 
extent along the course of the vessel. The intima 
is thickened and there is proliferation of con- 
nective tissue in which are many fibroblasts and 
round cells. The internal elastic lamina is often 
fragmented and may show areas of total destruc- 
tion. A granulomatous infiltration which char- 
acteristically contains giant cells replaces the 
media in many areas, often in a patchy distri- 
bution. Giant cells are commonly seen on the 
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intimal aspect of the media. Necrosis is often 
present but the number of polymorphonuclear 
cells in the infiltration is small. Eosinophils, 
which are a prominent feature of the lesion in 
periarteritis nodosa, are rare, but have been 
reported."* The adventitia shows fibrosis and 
round cell infiltration and there is often peri- 
vascular cuffing of the vasa vasorum. There are 
seldom any aneurysmal] dilatations, but they may 
occur and in some cases phlebitis of the venz 
comites has been noted. There is as yet no 
correlation between the pathological lesions and 
the stage of the inflammatory process. 

Treatment has not been entirely satisfactory 
and is difficult to evaluate, due to the unpredict- 
able course of the inflammatory process. Excision 
of a section of the vessel, which presumably 
interrupts the sympathetic nerve fibres which 
accompany it, often gives remarkable relief of 
local pain.’? It usually does not affect fever or 
elevation of the sedimentation rate. Injection of 
the vessel locally with 1% procaine hydro- 
chloride solution has been tried with consider- 
able success and stellate ganglion blocks have 
been used also. These procedures are valuable 
in preliminary assessment of the benefit of resec- 
tion of part of the vessel. It has been noted that 
injection of the vessel makes it softer to pal- 
pation, presumably relieving spasm, and relief 
of pain is important in those cases where severe 
pain on chewing prevents adequate nourishment. 
X-ray therapy has been used but without suc- 
cess.1* Antihistamines have been tried, as in this 
case, but because of sedative and analgesic 


properties; any specific effect is difficult to 


evaluate. Two cases were reported (1951) in 
which the administration of chlortetracycline 
(Aureomycin) resulted in immediate relief of 
fever and clinical improvement in two weeks.’® 
The case reported here showed no improvement 
when treated with tetracycline (Achromycin ) 
and fever persisted despite the administration of 
this drug for one week. Recent papers have re- 
ported the use of corticotrophin and cortisone. 
Relief has usually been dramatic, with rapid 
fall in temperature and increase in feeling of 
wellbeing. The sedimentation rate has not been 
invariably reduced. Discontinuing therapy may 
result in the reappearance of symptoms, which 
suggests that these drugs suppress the inflam- 
matory process until a spontaneous remission is 
attained. Short, intermittent courses of cortico- 
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trophin and cortisone may be of use, rather than 
continuous administration.’® *” 


SUMMARY 


A case of temporal arteritis has been presented. 
It is felt that this disease is more common than 
the number of cases reported to date would 
indicate. The published reports have been re- 
viewed and the. newer therapeutic methods 
outlined, 


I would like to thank Dr. C. W. Holland for permission 
to publish this case, and Dr. N. G. B. MacLetchie for 
interpretation of the pathological sections and assistance 
with the photographs. 
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FEMALE PSEUDOHERMA- 
PHRODITISM TREATED WITH 
ORAL CORTISONE 


J. C. PATTEE, M.Sc., M.D.,.C.M., 

D. M. WYSE, M.D., C.M., F.R.C.P.[C], and 
R. PALMER HOWARD, M.D., C.M., 
F.R.C.P.[C], Montreal 


THE REPORTS in the literature since 1950 by 
Wilkins and others’? on the effect of cortisone 
on pseudohermaphroditism associated with con- 
genital adrenal hyperplasia have given hope for 
the treatment of a particularly disturbing condi- 
tion. Cortisone is believed to act in this disease 
by inhibiting ACTH secretion by the anterior 
pituitary, with the result that the hyperfunction- 
ing state of the adrenal cortical tissue is con- 
trolled. The following. case report describes the 
effects of cortisone on the clinical course and 
adrenal steroid excretion of a female pseudo- 
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hermaphrodite who has been followed up for 
four years. 


The patient presented a problem immediately after 
birth in that doubt existed concerning the sex of the 
baby, who was otherwise healthy. This was the first 
child and the family history was not contributory. The 
appearance of the external genitalia can be seen in Fig. 
1; the phallus was 3 cm. long and 2 cm. wide, and 





Fig. 1 


was bound dorsally; the urethral opening was situated 
at the base of the phallus. No vaginal opening or labia 
minora were demonstrable. There was no pubic or 
axillary hair. It was felt at that time that the child was 
a male and it was brought up as such for the first year 
and a half. Cystography at six months, however, revealed 
a vaginal pouch, and the 17-ketosteroid excretion at that 
time was unexpectedly high. As the ketosteroid level 
continued to rise, congenital adrenal hyperplasia in a 
female was considered. 

At 18 months it was decided to perform a laparotomy 
for diagnostic purposes, so that social adjustment could 
be made at an early age and appropriate surgical cor- 
rective procedures could be planned for the future. The 
laparotomy revealed a normal uterus, ovaries and tubes, 
no testes or pelvic tumours and palpable adrenal en- 
largement. Biopsies from both ovaries revealed normal 
ovarian tissue with many primordial and a few large 
graafian follicles but no testicular elements. At this time 
a few pubic hairs were visible and the phallus had in- 
creased in size. 

Following uneventful recovery from the laparotomy, 
the baby was brought up as a female. There have been 
no stigmata of adrenal insufficiency at any time. Clitori- 
dectomy was performed at 26 months. The changes in 
height, weight, bone age, urinary 17-ketosteroids and 
corticoids are charted in Fig. 2. As the pubic hair con- 
tinued to increase in amount, and as the somatic growth 
was continuing more rapidly than normal, and particu- 
larly since the ketosteroid excretion was rising some- 
what precipitously, it was decided to institute cortisone 
therapy at 34 months. Just before this an ACTH test 
showed a normal response. The 17-ketosteroid excretion 
was 13.4 mgm. in 24 hr. before the test and 20.1 mgm. 
in 24 hr. after the test. The administration of 25 mgm. 
cortisone acetate orally each day was followed by a re- 
duction of 17-ketosteroid excretion from the highest 
value of 17.2 mgm. in 24 hr. down to 6.1 mgm. in 24 
hr. The dose was then increased to 50 mgm. q.d. and the 
17-ketosteroid excretion fell further to 0.5 mgm. in 24 
hr. After treatment for a month at this level, the dosage 
was reduced to 25 mgm. q.d., and the ketosteroid level 
remained below 1.0 mgm. in 24 hr. A further reduction 
to 12.5 mgm. q.d. for two weeks was followed by a 
minor rise in ketosteroid excretion, but on reinstitution of 
25 mgm. dosage the urinary ketosteroids once more re- 
turned to previous levels. 
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The levels of urinary corticoids, as determined by the 
formaldehydogenic technique, were virtually normal and 
were not significantly changed during the cortisone ther- 
apy. Clinically, the pubic hair has become sparser, the 
lanugo hair ak began to appear shortly before institu- 
tion of therapy disappeared, and the patient has a less 
muscular appearance. In addition, the increment in 
height and weight appears to have levelled off, but the 
bone age, which at 33 months was already five to six 
years, continued to advance despite cortisone so that at 
44 months it was eight years. 


SUMMARY 


The treatment in a three year old female of 
pseudohermaphroditism, due to congenital adre- 
nal hyperplasia, with cortisone acetate-in doses 
as low as 25 mgm. q.d. for 18 months has had 
the following effects: (1) reduction of steroid 
levels to normal; and (2) reversal of masculiniz- 
ing stigmata. However, a further advance in 
bone age has not been prevented. 
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PULMONARY HISTOPLASMOSIS 
WITH CAVITATION 


EDITH MANKIEWICZ, M.D.,* 
F. BLANK, M.D.t and 
JACK H. RUBIN, M.D.,* Montreal 


ONLY A FEW CASES of pulmonary histoplasmosis 
associated with cavitation have been de- 
scribed.’ ?}* We wish to report a case with 
extensive disease and large cavities in the upper 
portions of both lungs. Histoplasma capsulatum 
was isolated on two occasions from the sputum 
of this patient. 


A white male of 31 years was referred to the Royal 
Edward Laurentian Hospital’s clinic on December 7, 
1953 because a routine chest radiograph revealed signs 
of extensive bilateral pulmonary disease suggestive of 
active pulmonary tuberculosis. The patient’s principal 
complaints when he reported to the clinic were morning 
cough and expectoration of six months’ duration. He 
attributed these complaints to excessive cigarette smok- 
ing. His present occupation was that of a buyer for a 


*The Royal Edward Laurentian Hospital. 


Department of Bacteriology and Immunology, McGill 
University. 
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drygoods establishment. Before that he worked in the 
office of a chain-store food company. He is interested in 
landscape gardening and a few months ago was exposed 
to dust from some black soil which he used as fertilizer. 
He had had no skin rash, or ulcers in the mouth, 
and there have been no domestic animals of any kind in 
his home during the past four years. 


He was well nourished and of a good colour. None of’ 


the superficial lymph nodes appeared to be enlarged. 
Auscultation of the chest disclosed bronchocavernous 
breath sounds over the upper and anterior portion of the 
right half of the chest and many rales over the upper 
portions of both halves of the chest. No abnormalities 
with respect to the cardiovascular, gastrointestinal, and 
genito-urinary systems were noted. 

A postero-anterior chest film revealed abnormal 
shadows in both lung fields. In the right lung field these 
extended from the apex to the level of the second inter- 
space anteriorly and contained a large radiolucent area 
suggestive of a cavity. The abnormal shadows in the 
left lung field which occupied much of the area between 
the apex and the level of the second interspace anteri- 
orly were of varied densities. An antero-posterior tomo- 
graphic series of films of both halves of the chest, taken 
at 1 cm. distances, disclosed also evidence of a cavity 
measuring about 5 cm. in diameter in the anterior portion 
of the right upper lobe, and, immediately below this 
cavity, another cavity measuring 2 cm. in diameter. 
These films also showed two, and possibly four, cavities 
in the apical portion of the left lung and signs suggestive 
of bronchiectatic changes in this upper lobe (Fig. 1). 


Fig. 1.—A.P. Tomographic view of 12th cm. level. Note 
large cavities in both upper lung fields. 


Bronchoscopic examination showed dilatation of the 
bronchi of both the right and the left upper lobes. No 
secretions were found in the bronchial tubes. No evi- 
dence of endobronchial disease was noted. 

Mantoux tests, in dilutions ranging from 1 in 10,000 
to 1 in 10, were negative, but a BCG scarification test 

ave a doubtful reaction. A histoplasmin test using a 
Sitution of 1 in 1,000 was negative, but a dilution of 1 
in 100 gave a_ positive skin reaction. A complement 
fixation test kindly performed at the Institut de Microbi- 
ologie de l'Université de Montréal was positive. 

The patient’s two children, aged four and a half and 
six months, were also given tuberculin and histoplasmin 
skin tests. They proved to be non-reactors to both of 
these substances. His wife gave a positive reaction to a 
histoplasmin test with a 1 in 1,000 dilution. 

Laboratory findings.—Sputum and _ laryngeal swab 
cultures, taken on five occasions, failed to reveal any 
evidence of M. tuberculosis. On January 11, 1954, 
sputum which had been raised by the patient while he 
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was in the laboratory was inoculated on blood agar and 
Sabouraud glucose agar containing 500 units ot peni- 
cillin per ml. The blood agar tubes and plates were 
incubated at 38° C., the Sabouraud glucose agar tubes 
were kept at room temperature. After 15 days, yellowish- 
white colonies were noted on the blood agar. A few 
days later colonies with white, cottony aerial mycelium 
were found on the Sabouraud glucose agar. These 
showed branching, septate hyphz with two types of 
conidiospores: small, smooth, spherical ones borne on 
conidiophores and large, round or pyriform, tuberculate 
chlamydospores diagnostic of Histoplasma capsulatum. 

Another fresh specimen of sputum was inoculated on 
February 8, and Histoplasma capsulatum in its two- 
growth phases was again isolated. 
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A NEW DRUG IN POST- 
ALCOHOLIC TENSION STATES* 


R. H. TAVENER, M.D.,+ Winnipeg 


ONE OF THE PROBLEMS commonly seen in the 
treatment of the post-alcoholic state is that of 
tension or anxiety. The alcoholic coming out of 
a binge is physically sick, shaky, tremulous, ir- 
ritable and plagued by feelings of remorse and 
disgust with himself. There appears to be a com- 
bination of the effects of excessive alcohol— 
gastritis, avitaminosis, etc.—and a psychological 
factor including the basic cause for his drinking 
and his present feeling of failure, his remorse 
at demonstration of his “weakness”, and his re- 
action to social disapproval. 

While this tension state is present psycho- 
therapeutic attempts are interfered with and the 
patient's mental processes are turned from con- 
templation of his basic problem to preoccupation 
with. his somatic symptomatology. It has there- 
fore become customary to use sedation to allevi- 


‘ ate the symptoms and release the mind for more 


constructive thinking. The choice of the sedative 
however offers a problem. 

For some time I have not felt that barbiturates 
and paraldehyde, which are commonly used, are 
the best for the patient, although admittedly they 
calm him. Both of these drugs give a “kick” 
similar to alcohol as attested to by the number 
of alcoholics who combine alcohol and barbitur- 
ates in a “bolt and a jolt,” and by the number 
of alcoholics one sees requesting paraldehyde 


*Presented at the annual meeting of the Psychiatric Sec- 
tion of The Manitoba Medical Association, May 1954. 
+Psychopathic Hospital, Winnipeg, Man. 
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to relieve the “terrible feeling” they have, in 
lieu of recourse to the bottle. Chloral hydrate 
is a gastric irritant in the presence of an irritated 
mucosa. Therefore, we are left looking for some- 
thing else. 

The present study was undertaken in an at- 
tempt to assess some other methods of control, 
and, in particular, a new sedative combination 
called “Anatensin*® B.D.H.,” which is a mixture 
of mephenesin and acetylcarbromal. 

Technique.—In this series were included all 
alcoholics admitted to the Psychopathic Hospital, 
Winnipeg, over the calendar year of 1953. No 
regard was shown to age, previous history, or 
severity of symptoms. Only the acute problem of 
the effects of an alcoholic binge was considered. 
The patients are grouped on the basis of order 
of admission. Subsequently, to standardize re- 
sults, females were excluded, as were patients 
not remaining in hospital long enough to com- 
plete a ten-day period of observation. 

Every patient was placed on a basic regimen 
of ward care, extra vitamins and glucose drinks. 
Psychotherapy was attempted as indicated by the 
individual case. Investigation was routine, includ- 
ing blood alcohol estimation on admission. In 
addition the special grouping was: 


Group A—Addition of mephenesin, 0.5 gm. five 
times a day. 

Group B—Addition of Anatensin, two tablets five 
times a day (each tablet contains 0.125 
gm, acetylcarbromal + 0.25 gm. 
mephenesin ).+ 


Group C—Addition of Somnol, one tablet five | 


times daily. 
Group D—No added medication. 


A system of evaluating progress was worked 
out by grading factors of appetite, sleep, tremor 
and irritability on a “three plus” system. These 
factors were chosen on the basis of usual and 
frequent disturbance in post-alcoholic tension. 
Standard criteria were used in assigning scores 
and the observations over each 24 hour period 
massed into a total daily score. A maximum of 
“12+” was therefore available for each day and 
a “0” score was equivalent to absence of signs. 
Scoring of sleep, appetite and tremor was rea- 
sonably objective; that of irritability was more 
subjective on the examiner's part. 

Graphs of the course were evaluated thus: 
(1) A “0” score within 10 days from admission 
was considered to represent “control.” (2) The 
smoothness of the graph in decline indicated 
day by day control, and therefore secondary rises 
showed an escape from control. These escapes 


or “rebounds” were noted. The less “rebounds” 


*Supplied for this study by British Drug Houses (Canada) 
Ltd., originators. 

+Subsequent to this study dosage changed to 0.25 gm. of 
acetylearbromal and 0.25 gm. mephenesin each capsule. 
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the smoother and better the control. Extra 
sedation used was recorded. 


RESULTS 


Blood alcohol levels apparently had no in- 
fluence on the rapidity or completeness of con- 
trol. There was tremendous variation in indi- 
vidual behaviour and symptomatology which 
was not related to blood alcohol level. 


Group A— 

13 cases 

Controlled—7 cases (50% ) 

Rebound—7 cases (3 subsequently controlled and 

included in controlled group) 

Group B— 

14 cases 

Controlled—12 cases (85% ) 

Rebound—4 cases (2 subsequently controlled ) 
Group C— 

12 cases 

Controlled—5 cases (40% ) 

Rebound—7 cases (2 subsequently controlled ) 
Group D— 

12 cases 

Controlled—6 cases (50%) 

Rebound—6 cases (2 subsequently controlled ) 


Extra sedation. —Including h.s. sedation all 
groups required an average of approximately 25 
gr. of sodium Amytal or its equivalent over the 
ten-day period, except for Group B which aver- 
aged out at approximately 15 gr. Variations with- 
in the groups were great. 


DISCUSSION 


The course of control in three groups was 
practically equal. It appears that Group B had 
a smoother course, generally earlier control, less 
additional sedation and a greater proportion of 
cases responding. ' 

Two cases of apparent overdosage in Group 
B, one patient complaining of dizziness and one 
of drowsiness, cleared up in a matter of hours 
with reduction of dosage. No cases reported an 
intoxicating effect. 

Results of this study are not conclusive on a 
statistical basis because of the small number of 
cases. However, there is a definite suggestion 
that Group B results were more complete and 
better in quality. 


CONCLUSION 


Anatensin appears to be an adequate day-time 
sedative for use in post-alcoholic tension states. 
It appears to be without some unwanted prop- 
erties of other medications. It appears to be safe 
and easily controlled. 
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ARTERIAL PRESERVATION 
AND GRAFTING* 


A. D. McKENZIE, M.D., F.R.C.S., 

W. H. SUTHERLAND, M.D., C.M., F.R.C.S., 
J. C. COLBECK, M.B., B.S., 

P. MOYES, M.B., B.S. and 

T. SANDY, M.D., Vancouver, B.C. 


THE PROBLEM of replacing arterial channels 
arises in the surgery of congenital conditions, 
trauma, vascular disease and cancer. Substitu- 
tion of arterial homografts, veins, tubed auto- 
genous tissues and prostheses has been tried. 
Forty-five years ago Carrel’ did extensive experi- 
mental work with the transplantation of blood 
vessels, but surgery was insufficiently advanced 
to make clinical application of his work. It was 
not until five years ago that Gross? re-evaluated 
the technique of transplantation and blood 
vessel preservation and followed this experi- 
mental work with clinical application in a series 
of cases of coarctation of the aorta. With this 
stimulus, considerable work has been done in 
the past five years, noteworthy being the experi- 
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sidered of primary importance. The Bethune lung 
tourniquet as modified by Linton fulfilled these 
requirements. A simple over-and-over suture of 
5-0 Deknatel silk without eversion was most 
consistently satisfactory. The importance of 
technical experience was reflected in the graft 
results: four failures in the first seven as against 
one failure in the last 16 homograft experiments 


(Fig. 1). 


PRESERVATION : 


Blood vessel grafts can be preserved in several 
ways. We found objections. Vessels preserved in 
alcohol or formalin are altered chemically and 
physically. Grafts stored in nutrient electrolyte 
solutions are only dependable for four or five 
weeks. Deep frozen grafts are not freely trans- 
portable. We experimented with and adopted the 
technique of lyophilization. 

Lyophilization depends upon the removal of all 
water from the material while it remains frozen 
under a very high vacuum. The apparatus used 
is shown in simplified form in Fig. 2. It consists 
essentially of a chamber to hold the sterile Pyrex 
tube containing the aortic segment. This is con- 
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Fig. 1.—Aortic graft insertion below renal arteries. 


mental success obtained with freeze-dried aortic 
grafts* and the clinical applications currently 
under study by De Bakey.* 

We wish to report an investigation carried out 
on dogs into: (a) the technique of blood vessel 
grafting; (b) preservation of homografts; (c) 
evaluation of function, gross and microscopic 
appearance of preserved aortic homografts in- 
serted for varying lengths of time. Experience 
indispensable to the establishment of a blood 
vessel bank and the clinical use of arterial homo- 
grafts was obtained. 


TECHNIQUE 


The technical aspects of vessel grafting were 
practised in a series of acute experiments. The 
dog’s aorta between the renal and inferior mesen- 
teric arteries proved a practical site. The use of 
clamps which were unobtrusive, reliable and able 
to overcome retraction of vessel ends was con- 


*From the Department of Surgery, Vancouver General 
Hospital and the Departments of Surgery and Pathology, 
Shaughnessy Hospital, Vancouver, B.C. 





Fig. 2.—Lyophilization: Test tube containing aortic seg- 


ment immersed in 2 and acetone for rapid freezing 
(upper left); sublimation and condensation of water at 
low pressure (lower right). 
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Fig. 3 
Fig. 3.—Aortagram of dog killed 131 days after grafting. Metallic marker 
indicates graft site and length. Fig. 4.—Aorta 131 days after grafting. 


nected with a condenser containing blocks of 
carbon dioxide ice immersed in acetone. This in 
turn is connected with an oil diffusion pump and 
a rotatory oil pump. Rapid initial freezing is 
desirable to prevent the formation of large ice 
crystals. It is essential, however, that the material 
should not become unfrozen during the drying 
process. Should this occur, bubbles of gas form- 
ing in the tissue are liable to cause serious dis- 
ruption of the tissues. 

The aortic segments are placed in test tubes 
loosely plugged with cotton-wool. These tubes 
are partially immersed in a mixture of acetone 
and carbon dioxide ice until they are thoroughly 
frozen. The tubes are then placed in the ap- 
paratus and the vacuum is maintained at a pres- 
sure of approximately 6 microns Hg. for about 


seven hours. The grafts are then removed and 
placed in a vacuum desiccator. The evacuated 
desiccator is kept at 4° C. until the grafts are re- 
quired. They are then immersed in saline at room 
temperature for at least 30 minutes before use. 
The tensile strength and elasticity of grafts so 
prepared has proved consistently satisfactory. 





Fig. 4 


EVALUATION OF INSERTED HOMOGRAFTS 


We wish to report on our experience with 
preserved homografts in 23 dogs. Of these, two 
grafts were preserved in nutrient Ringer's solu- 
tion and 21 were lyophilized. One anesthetic 
death occurred. In 22 survivors there were 17 
good results and five failures due to thrombosis 
or leakage. Grafts were preserved for seven to 
81 days, with an average of 27 days or approxi- 
mately one month. Dogs were killed 38 to 207 
days after grafting, with an average of 93 days 
or approximately three months. Pulses, aorta- 
grams, photographs and microscopic sections 
were taken. Good function and maintenance of 
the form of the graft were shown. 


An example of the results is shown in Figs. 3 
and 4. These are.the aortagram and photograph 
of the gross specimen removed from an animal 
which had received a graft previously preserved 
for 28 days following which the animal was 
killed 131 days later. The complications that oc- 
curred were seen during the first ten postopera- 
tive days in the form of thrombosis or leakage. 
Late aneurism formation, thrombosis or rupture 
was not seen. In two cases of long survival a 
small intimal sclerotic plaque was noted. 
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(b) 


Fig. 5.—(a) Dog’s normal aorta. (b) Lyophilized graft 131 days after operation. 


Microscopic sections of homografts at various 
times following implantation are incompletely 
evaluated but these general statements hold for 
the vessel layers (Fig. 5): (a) adventitial cicatriza- 
tion occurred and progressed; (b) necrosis of the 
medial muscularis and persistence of the elastic 
layers, which show some swelling and relative 
condensation, was noted; (c) the intima frequently 
showed a fibrous proliferation. 





TABLE I. 
Mode of Graft 
graft Days days Condition and 

Dog preservation | preserved | in Situ comments 

A- 1 Ringer’s 81 38 Good. Graft slightly 
larger. 

A- 5 Ringer’s 38 163 Good. Graft slightly 
larger. 


Small plaque. 
Rupture of upper an- 
astomosis. Poor 

' technique. 


A-11 Lyophilized 38 


or 


A-13 “= 47 207 Good. Plaque 5 x 3 
mm. posteriorly. 
A-14 _ 7 6 Thrombosis — leak- 


age. Poor techni- 


que. 
A-17 = 7 5 Aspirated vomitus. 


Thrombosed graft. 

Poor technique. 
25 False aneurism. Poor 

technique. Throm- 
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99 Good. 
0 Anesthetic death. 
Graft good. 
85 Good. 
3 Aorta ruptured at 
lower anastomosis. 
131 Good. 
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caused early sacri- 
A-34 " 8 73 Good. fice.) 
A-35 - 10 64 Good. 
A-36 15 73 Good. 
A-39 a 19 66 Good. 
A-40 * ¢ 67 Good. 
A-41 . 8 74 Good. 
A-42 = 10 64 Good. 





DIscussIoNn 


Our experiments lead us to believe that arterial 
homografts can be simply preserved and inserted 
with satisfactory functional results. What de- 
generative changes may ensue in the vascular 
homografts after a period of years remains un- 
determined. The appearance of sclerosis in two 
cases of longer term survival suggests that this 
is a definite possibility. Until this point has been 
clarified, we would be unwilling to use homo- 
grafts for patients with a long life expectancy. 
Their use, however, would seem justified in cases 
in which expectancy is limited (e.g. progressive 
arteriosclerotic aneurisms of the abdominal 
aorta). 


CONCLUSIONS 


1. Dog aortic homografts function satisfactorily 
within the time limits of this experiment. 


2. Lyophilization has proved to be a simple, 
practical method of aortic homograft preserva- 
tion. 


3. We are encouraged by our experiments to 
use aortic homografts in clinical cases whose 
prognosis otherwise would be grave. 
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Editorials 


PREGNANCY WASTAGE 





In the breeding of livestock it is of consider- 
able economic importance to know the propor- 
tion of acts of fertilization which result in the 
production of viable offspring. In human repro- 
ductica, the total fetal loss after conception is 
also of great interest, since every fertilized ovum 
which fails to develop to a healthy infant repre- 
sents, in the words of Valaoras “a blight and an 
unintelligent waste of human life, energy and 
money. The term “pregnancy wastage” has been 
used to describe this total fetal loss, whose vari- 
ous aspects were discussed at a Conference spon- 
sored by the Committee on Human Reproduc- 
tion of the U.S. National Research Council.* 
The results of the discussion sessions reveal only 
too clearly our great ignorance of the extent and 
causation of such wastage of potential human 
life. 

It is evident that man is not alone in being 
reproductively wasteful. It seems that in the 
rhesus monkey over 30% of all fertilized ova 
come to grief, often because of a constitutional 
defect in the ovum itself. Hertig’s fascinating 
studies of very early fertilized ova from women 
with normal fertility and normal endometrium 
and corpora lutea revealed an obvious defect in 
40%. Of 28 young embryos recovered at hyster- 
ectomy, at least seven appeared destined to 
abort, and another five would likely have fallen 
by the wayside. This means an abortion rate of 
at least 25% as shown histologically, as against 
the 12% calculated on clinical grounds in such 


7 many Wastage. Edited by E. T. Engle. 266 pp. Illust. 
$9.25. Charles C. Tho 
Press, Toronto, 1953. 
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series as the one derived from private practice 
in Boston. The reason for the discrepancy be- 
tween these figures is, in part, the inaccuracy of 
clinical histories and, in part, the fact that many 
defective ova never even implant properly, so 
that the woman does not know that she has 
conceived. 

Valaoras suggests that out of 100 pregnancies 
starting, 35 fetuses are probably lost before gesta- 
tion is complete. If we add to this the 15 infants 
out of the surviving 65 who will probably die 
before their fifth birthday, it becomes painfully 
apparent that only one-half of the products of 
human reproduction are likely to attain primary 
school. Whereas medical science has to its credit 
drastic cuts in the postnatal part of this loss, 
there is as yet little sign of a significant reduc- 
tion in prenatal wastage. 

The main problem in prenatal wastage is to 
separate off faults in the ovum itself from faults 
in the environment. It may be that agricultural 
science can help us here, for exploration has 
begun of the effects of transplanting the newly 
ovulated eggs of domestic animals from low- 
fertility females to high-fertility females and vice 
versa. 

The discussions mentioned above showed only 
too clearly the prevailing ignorance of causation 
of fetal death, even long after the fetus has suc- 


- cessfully established itself in the endometrium. 


In a series of 587 stillbirths at Johns Hopkins 
Hospital, in which the products of conception 
were carefully studied, the cause of over one- 
third of all fetal deaths in utero before the onset 
of labour remained undetermined. The com- 
monest cause was found to be fetal anoxia as- 
sociated with abruptio placentz (87 out of 587 
cases ); anoxia, sometimes masquerading in death 
certificates as “mechanical trauma,” would ap- 
pear to be the principal problem in neonatal 
pathology. As regards other causes of death, 
syphilis is apparently only a very minor factor 
and Rh iso-immunization perhaps of less signifi- 
cance than generally assumed. A puzzling finding 
is that nearly half the fetal deaths occurring in 
association with toxzemias of pregnancy are from 
causes entirely unrelated to the toxemia; this 
offers grounds for speculation on the role of 
faulty management of toxzemias. 

What positive action is to be taken? It seems 
that the pathologists have a legitimate grumble 
in that obstetricians do not always co-operate in 
giving them material from cases of pregnancy 
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wastage early enough and in good condition. It 
is probable that the histologist has a large part 
to play in elucidating causation of fetal death. 
His work must not be looked on as of merely 
academic significance, but regarded as a source 
of long-term benefit to clinical obstetrics. 





Editorial Comments 


NEUROLOGICAL SEQUELZ OF PROPHYLACTIC 
INOCULATION AND VACCINATION 


Prophylactic inoculation and vaccination occa- 
sionally give rise to neurological disturbances, 
but such complications are with most inocula- 
tions so exceedingly rare as in no way to deter 
from the continued use of richly rewarding pro- 
phylactic techniques, For example, it has been 
recognized for some years that inoculations 
against diphtheria and pertussis may determine 
the onset and site of paralytic poliomyelitis.’ 
Frimary vaccination against smallpox may pro- 
duce an encephalitis, which is more frequent in 
those over one year of age. The incidence in the 
latter group is said to be 1 in 5,000, and is only 
1 in 50,000 with revaccination. 

Miller and Stanton? have described the neuro- 
logical complications of inoculations against 
tetanus, typhoid, pertussis, diphtheria and 
rabies. It is suggested that the complications have 
been neglected.in the past, possibly because the 
physician who gives the injection may not see 
the patient again. 

Administration of antisera against a wide 
variety of diseases has been known to produce 
neurological complications, at the first or sub- 
sequent injections; the neurological condition is 
often, but not invariably, associated with signs 
of serum sickness. The syndromes may be 
divided into radiculitis (usually affecting the 
shoulder girdle), polyneuritis, myelitis and 
cerebral forms. Miller and Stanton, discussing 
why the shoulder girdle type of radiculitis is 
the commonest, point out that an anatomical ex- 
planation with strangling of the fifth and sixth 
cervical nerves at the points of exit from the dura 
appears reasonable. The relatively large size of 
these roots may render them more liable to inter- 
ruption of function, the lesion in fact being a 
polyradiculitis with involvement of the most 
susceptible roots. 

Inoculation with typhoid-paratyphoid vaccine, 
too, may produce symptoms of radiculitis, poly- 
neuritis, myelitis or cerebral and meningeal dis- 
ease, but the latter group is the commonest. The 
authors’ point out that heroic persistence in giv- 
ing the remainder of a series of TAB inoculations, 
after the appearance of symptoms, causes wors- 
ening at once. Tetanus toxoid appears to be the 





EpitoRIAL COMMENTS 393 






least reactive, but serious neurological complica- 
tions after pertussis inoculation have been known 
since Madsen’s® description. Encephalitic changes, 
found pathologically after pertussis vaccination, 
mirror the striking onset of convulsions or hemi- 
plegia arising in the inoculated infant: Miller 
and Stanton? comment that one of the serious 
features of these pertussis complications is the 
evidence of residual damage to the nervous sys- 
tem. It is apparent that the complications of 
pertussis inoculation differ from the others, in 
so far as no neuritic or myelitic forms occur. 
The authors conclude with some observations on 
the neuroparalytic accidents of antirabic treat- 
ment. 

Miller and Stanton? consider that the neuro- 
logical illnesses which follow prophylactic inocu- 
lations are manifestations of hypersensitivity. 
They think the idea of activation of a latent 
virus is an improbable one, and that anyway 
the histopathological findings are quite dis- 
similar to those seen in virus infections. They 
point out that cortisone and antihistamine drugs 
have been successfully tried for the encephalo- 
myelitis following antirabic vaccination. 

Preventive inoculations are the strongest 
weapons in the war against death from infection; 
these rare neurological complications are ap- 
parently the price we have to pay for such 
victory. W.F.T.T. 


1. McCLoskKeEy, B. P.: Lancet, 1: 659, 1950. 
2. rae H. G. AND STANTON, J. B.: Quart. J. Med., 23: 
3. MADSEN, T.: J. A. M. A., 101: 187, 1933. 





PARLOUR PSYCHIATRY 


It is a well established fact that medical men 
should not, for various reasons, look after their 
own families medically. Forrer' has recently 
drawn attention to the dangers of psychiatrists 
and workers in allied fields playing therapist to 
their families. It must not be forgotten, too, that 
every popular woman’s journal has at least one 
article on popular psychiatry: there are obvious 
dangers in this method of psychological educa- 
tion of the public, and it brings to mind Alex- 
ander Pope’s observation that a little learning is 
a dangerous thing. 

As Forrer' points out, theoretical details of 
personality developments are often accepted 
without a complete understanding, and psycho- 
analytic concepts are often applied by parents 
in the upbringing of their children, He comments 
that this is particularly so amongst psychiatrists, 
social workers and psychologists who practise 
psychiatry on their children in the belief that 
personalities free from objectionable traits will 
result. He suggests that this is a defensive 
measure designed to alleviate parental psycho- 
logical abnormalities. It- is obvious that poorly 
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understood psychiatric concepts may become 
dangerous if applied to one’s own children, and 
unfortunately, as Forrer points out, an anxious 
parent can quote the “psychoanalytical scrip- 
tures” to suit his own defensive purpose. 

Forrer cites a number of examples supporting 
his theme. One physician married to a clinical 
psychologist believed that a child is unable to 
think till he is five years old and is therefore 
traumatically affected by discipline. Both parents 
were concerned about the aggressive attacks of 
their four year old boy on his baby sister, but no 
restrictions were applied unless the child’s activi- 
ties threatened his own life or health. The child 
was allowed to strike his sister because otherwise 
it would “frustrate him;” in the meantime the 
child refused to eat much and hallucinated in 
the evenings—“he sees the damnedest things in 
the dark.” The parents of the children in the 
neighbourhood were regarded as “lacking in 
sympathetic understanding of the necessity for 
not inhibiting the child” because they complained 
a their own children being attacked by the 
child. 


The continued interest in psychological appli- 
cations by both lay and medical sections of our 
communities is a gratifying one but we must be 
alive to the dangers of such applications in one’s 
own home. W. F. T. TatLow 


1. Forrer, G. R.: Psychiat. Quarterly, 28: 126, 1954. 





ACUTE OSTEOMYELITIS 


Results in two series of cases of acute osteo- 
myelitis in Britain have been published recently, 
by Trueta and Morgan of Oxford (Brit. J. Surg., 
41: 449, 1954) and by Bremner and his col- 
leagues of Newcastle-on-Tyne (Lancet, 1: 953, 
1954) respectively. Trueta has now followed up 
100 cases of the condition for from two to 10 
years and remains convinced of the need for 
operation in the ordinary case seen four or five 
days after the onset. He stresses the important 
role of the general practitioner, and agrees with 
the 25-year old dictum of Platt that “acute osteo- 
myelitis must be given pride of place in the 
clinical consciousness of the practitioner.” This 
statement follows logically from the finding that 
if penicillin treatment at the level of one million 
units a day is started really early (within 48 
hours) it appears to prevent altogether detect- 
able bone changes. When as unfortunately often 
happens treatment starts late and observation of 
24 hours’ penicillin therapy shows no improve- 
ment, Trueta adheres to his technique of split- 
ting the periosteum, evacuating the subperiosteal 
abscess by suction or swabbing out, and drilling 
several small holes in the cortex to relieve 
tension. f 
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Bremner and his colleagues, on the other hand, 
are not convinced of the superiority of this pro- 
cedure over that of simple aspiration of subperi- 
osteal abscesses by plunging a short wide-bore 
needle down to the bone. Admittedly the two 
Newcastle series are small (12 “drilled” cases 
and 11 “aspirated”), but they appear to be com- 
parable as regards severity. Results in the two 
series showed no important differences. Both 
teams agree that an abscess is likely to be present 
in any severe case of acute osteitis where treat- 
ment has not been started within 48 hours of 
the onset. Both agree that such a situation calls 
for early evacuation (within 24 hours) of the 
pus. They disagree only on the technique of 
evacuation; on this point, we must await further 
work, 
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DO NOT ECONOMIZE ON X-RAY 
EXAMINATION IN FRACTURES 


T. L. FISHER, M.D.,* Ottawa 


In Marcu 1951 a woman, having fallen and 
hurt her arm, consulted her doctor who made a 
diagnosis of Colles’ fracture, He advised an x-ray 
examination but, because of its cost and because 
getting it would have meant a 20 mile drive, the 
patient requested the doctor to do the reduction 
without radiography and he consented. There 
was some difficulty maintaining reduction which 
torced the doctor to apply the cast a little more 
snugly than usual. The patient was given ap- 
propriate instructions about calling the doctor 
should there be need and she was allowed to go 
home. 

She got in touch with the doctor that night 
and complained of swelling but not much sore- 
ness, Again the next day she telephoned the 
doctor; he offered to see her or, remembering 
that she wished to save money, suggested she 
come to see him. She elected to wait longer. 
During that night, apparently, her condition be- 
came much worse and the next morning, after 
the doctor had left on a long country drive, 
came a request to visit the patient. The amount 
of work the doctor had to do that day and the 
condition of the roads prevented his seeing her 
until night. He found the patient in pain, with 
swollen fingers which she was unable to move. 
The cast was removed immediately; the radial 
pulse was good and the colour improved quickly. 
The patient was taken to hospital the next day 
but in spite of hospital care she developed a 
Volkmann’s contracture. 


*Secretary-Treasurer, Canadian Medical Protective Asso- 
ciation. 
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In June, through a lawyer, the patient de- 
manded $6,500 from the doctor and, when the 
demand was refused, two or three days later 
issued a writ claiming $11,500 damages. 

The case was down for trial in February 1954. 
The doctor was prepared to show there had been 
no malpractice in his handling of the ase and 
to prove .,he had responded to the patient’s call 
as soon as he had finished the two emergencies 
which had taken him away from his office. How- 
ever, just before trial the plaintiff's attorney de- 
clared his inability to proceed and the case was 
dismissed. 

The doctor had done poorer work than he 
would have done otherwise, and had had a legal 
action hanging over his head for three years and 
all the worry, work and time loss of preparing 
for a trial, partly at least, because he allowed 
himself to be influenced unduly by the patient’s 
desire to save the cost of an x-ray examination. 
When x-rays were available, even at the expense 
of a 20 mile drive, there was little reason for 
working blind. Had the radiograph been taken 
it is likely the patient would have been left in 
hospital for a day or so, the effect of the tight 
cast probably would have been recognized earlier 
and certainly would have been dealt with more 
quickly, and the resulting disability would have 
been avoided. 

One of the paradoxes of practice is that, 
granted unnecessary costs are avoided, patients 
do not thank doctors for saving them money 
and that, if the saving later seems to them to 
have been made at the expense of a good result, 
they often call the doctor to account. In effect, 
they say—You should have known that procedure 
or investigation was necessary for the proper 
handling of my case and should have insisted 
on it; therefore I am going to hold you respon- 
sible because you acceded to my request which 
you should have known you ought to refuse. 

Do not try to save money for patients at the 
expense of good work. 





OFFICE SURGERY 
T. L. FISHER, M.D.,* Ottawa 


In Marcu 1949 a doctor was consulted by a 
woman to make arrangements for the treatment 
of her husband because of “something wrong 
with him.” When he reported for examination 
he was found to*have an adherent foreskin. 
Circumcision was advised. The patient did not 
wish to go to hospital and did not wish to lose 
time from work so the doctor consented to do the 
circumcision in his office on a Friday. It was 
done with local anzsthesia and a tourniquet. 


*Secretary-Treasurer, Canadian Medical Protective Asso- 
ciation. 
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In five days. the stitches were removed and 
aside from some swelling the condition seemed 
good. Five days later it was noticed that the 
skin was sloughing at the site of injection of the 
local anesthetic. A few days later the patient 
had himself admitted to hospital, at which time 
the slough extended around the circumference 
of the shaft of the penis but did not extend 
distally beyond the area in which the. anesthetic 
had been placed. The slough separated and a 
skin-graft had to be done. The patient was able 
to leave hospital in a month with a good result. 


Some time later the patient claimed damages 
of $19,000 from the doctor on the grounds of 
incompetent work and permanent damage there- 
from. A writ was issued and, after some delays, 
the case came to jury trial in October 1953. 

No significant medico-legal principles were 
dealt with or enunciated. The decision hinged on 
the credibility of witnesses and the jury elected 
to believe the doctor’s rather than the patient’s 
story. A decision was given in favour of the 
doctor. 

One clear inference may be drawn from this 
case. Doctors should not allow themselves to be 
persuaded for non-medical reasons to perform 
their medical duties in a second-best manner. To 
attempt the circumcision of an adult in the 
office with the implication that he will be able 
to work in two days means that the doctor does 
his work under something less than the best 
circumstances. While no patient should be 
caused undue hardship, either from the point of 
view of the medical costs or from that of time 
lost from work, no doctor should accept the 
handicap of poor working conditions when usual, 
adequate working conditions are available. 


While it seemed to be established during the 
trial that the complication encountered in this 
case might have occurred even if the circum- 
cision had been done in hospital it is unlikely the 


doctor would have found himself in court if it 
had. 


Doctors have the right, and sometimes a duty, 
to insist that they work only under conditions 
reasonably adequate, having regard to their own 
circumstances. If no hospital facilities are avail- 
able some things may be done in an office but 
in larger centres the same things should be done 
in hospital. 





GASTRIC ULCER 


“Unless there is a long history of symptoms, it is our 
experience that uncomplicated gastric ulcers usually heal 
easily, provided that the patient does what he is told. 
If an ulcer does not heal rapidly on outpatient advice, 
it is unlikely to stay healed; hence there is little point in 
inpatient medical treatment, unless the patient is really 
ill or in danger.”—Jennings, D. and Richardson, J. E.: 
Lancet, 2: 345, 1954. 
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MEDICINE IN THE HEBREW 
DAILY PRAYER* 


MORDECAI ETZIONY, M.D., Montreal 


[It is forbidden to reside in a city that has no 
physician.—Yerushalmi. | 


THE CONTRIBUTION of the ancient Hebrew law 
to public health and hygiene is common know]- 
edge. Equally well known in medical history is 
the active interest the Hebrew rabbis and sages 
had in matters of Medicine; and the Bible, the 
Talmud and the Commentaries throughout the 
Middle Ages are replete with examples. A good 
illustration is that of one of the most recent and 
famous discoveries of our time, namely, strep- 
tomycin. In his comment on the continued effort 
to extract antibiotics other than streptomycin 
from soil moulds, Dr. Selman A. Waksman in a 
note to this writer, alludes to Ecclesiasticus, 
XXXVIII, 4. “The Lord hath created medicines 
out of the earth, and he that is wise will not 
abhor them.” But to make this statement even 
more poignant one finds in Bereyshit Rabba, 10, 
the following addition thereto: “with them the 
physician heals the sore, and from them the 
apothecary concocts the compounds.” 


However, nothing apparently has thus far been 
noted about medicine in the Hebrew’s daily life, 
as reflected in his daily prayers for many gen- 
erations. Indeed, one does not require to consult 
any special source of reference regarding the 
matter, since any Siddur (prayer book), will 
reveal it, as most of the daily prayers used to be 
“said off by heart” even by the young or un- 
learned observing Hebrew. 


This ought to be of particular interest to the 
public health man, physical and mental hygienist, 
aud the practising physician in general, For it is 
one thing to find something useful or wise or 
healthy that has been uttered by a sage or 
leader, and quite another matter to have it re- 
peated, and exercised and applied day in and 
day out for generations, by a whole society of 
men as part and parcel of their usual behaviour 
and mode of living. 

First and foremost comes Netillat Yadaim 
(washing of hands). This is incumbent upon 
child and adult alike. The child’s morning prayer 
calls for washing of the hands, and it begins 
thus: “Blessed art Thou, O Lord, our God, King 
of the Universe, who has sanctified us by thy 
commandments, and hast commanded us con- 


— Daily Prayers, Hebrew Publishing Co., N.Y., 


Siddur Tiferet Yehuda, by A. Hyman Charlap, Hebrew 
Publishing Co., N.Y., 1912. 

Daily Prayer Book, United Hebrew Congregations of the 
British Empire, Eyre and Spottiswoode Ltd., London, 1929. 
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cerning the washing of hands.” This Berakha 
(blessing) is said also by the adult in his morn- 
ing prayer as an accompaniment of the washing 
of hands, on rising in the morning, before each 
meal, upon entering the synagogue, and after 
leaving the privy. 

It is interesting linguistically and pedagogically 
that the ordinary euphemism for a privy or toilet 
in Hebrew is Bet Kissey (“house of stool”), 
but its more respectable synonym is Bet Kavod 
“house of respect”), or Bet Kissey shel Kavod 
(“house of stool of respect”). And when one re- 
members ‘that God’s throne is called Kissey 
Kavod (“stool of respect”), one cannot escape 
the realization how serious and sacred the whole 
concept of observing bodily cleanliness has been 
to the Hebrew. 

In fact, upon leaving the privy, in addition to 
the above blessing, the following Berkha is said. 
It is known as Birkhat Asher Yatzar: “Blessed art 
Thou, O Lord, Our God, King of the Universe, 
who hast fashioned (‘asher yatzar’) man in 
wisdom, and created in him many orifices and 
tubes. It is revealed and known before thy 
glorious Throne, that if but one of these be 
opened or stopped, it would be impossible to 
exist and to stand before thy presence. Blessed 
art Thou, O Lord, who healest all flesh and 
workest wondrously.” 

The prayer called Shmoneh Esrey ( “eighteen”; 
consisting of 18 blessings), which is recited three 
times daily, namely, morning, afternoon and 
evening, includes the following Berakha: “Heal 
us; O Lord, and we shall be healed, save us and 
we shall be saved; For Thou art our praise. 
Vouchsafe a perfect healing to all our wounds* ); 
for Thou, almighty King, art a faithful and merci- 
ful healer. Blessed art Thou, O Lord, who healest 
the sick of thy people Israel.” 


In the Prayer before Retiring to Rest at Night 
(Keryiat Shetha al Hamita) we find this: “... May 
it be thy will, O Lord, my God and God of my 
fathers, to suffer me to lie down in peace and to 
let me rise up again in peace. Let not my 
thoughts trouble me, nor evil dreams, nor evil 
fancies, but let my rest be perfect before 
rere 

A sick person becomes at once the object of 
concern to his kith and kin, The Prayer to be 
Said by a Sick Person, or by an individual in 
behalf of the sick, starts with the 23rd Psalm 
(“The Lord is my Shepherd”), extols the laud- 
able and everlasting attributes of God, dwells 
upon the vanity and nothingness of man, and 
then addresses God thus: 


“...1 beseech Thee, O Lord, God of Hosts, Father of 
charity and mercy, from thy hand cometh every illness 
and every disease, with which children of man are 


*The following prayer for a sick person may be intro- 
duced here: “May it be thy will, O Lord, my God and 
God of my fathers, to send speedily a complete healing 
from heaven, a healing of the soul and a healing of the 
body, to the sick (naming them) among all the others 
who are sick in Israel.” 
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afflicted. Balsam and therapy are nought against Thee, 
and in vain will physicians labour if Thou wilt not send 
thy word from heaven above to cure them. For Thou 
alone art the Healer of all bad and persistent ailments, 
and there is no one to bind up and heal but Thou, the 
God that delivereth, that woundeth and healeth, killeth 
and reviveth. .. . I beseech Thee, open the portals of thy 
Heavens and hearken to the prayer of thy servant who 
cries out to Thee from within his broken heart. And even 
as Thou hast listened to the prayer of King Hezekiah, and 
hast regarded his tears when he was ill, so that he sur- 
vived his illness, for Thou ‘hast said unto him: behold, 
I am thy Healer. So mayest Thou listen to my prayer 
and regard, I beseech Thee, my tears today. 

“I beseech Thee, O Lord, Healer of all flesh, have 
mercy upon me, and strengthen me in thy great com- 
passion for the sick bed. For I am feeble. Send me 
therapy*® and cure among the rest of thy sick children. 
Heal my pain and renew my days speedily. Grant the 
physician understanding so that he may remove my afflic- 
tion and my cure may quickly ensue. . . . Heal me, 
O Lord, and I shall be healed, deliver me and I shall 
- delivered, for Thou art my adoration, Amen and 

men. 


The congregation at large, too, is concerned 
about the sick. Thus on Mondays and Thursdays, 
on Sabbath and holidays, immediately after read- 
ing the portion of the Tora, the following prayer 
for the sick is said aloud by the leader in prayer, 
on behalf of the member of the congregation, 
who had just participated in the scriptural 
reading: 


“He who blessed our: fathers, Abraham, Isaac and 
Jacob, Moses, Aaron, David and Solomon, He will heal 
the sufferer (named so and so) because (N. the mem- 
ber) has pledged to give to charity on his behalf. For 
this, the Holy One, Blessed be He, will in His full 
measure of mercy, heal him, keep him, strengthen him 
and keep him alive. And will send him speedily a com- 
plete healing from heaven, to the 248 members of his 
body and his 365 sineWs, with the rest of his sick 
brothers in Israel, a healing of the soul and a healing 
of the body. (On Sabbath this is added: This is Sabbath 
and we are forbidden to complain, and healing is sure 
to come. On Festivals this is added: This is a holiday 
and we are forbidden to complain, and healing is sure 
to come. Now, even speedily and at a near time, and let 
us say Amen)”, 


In the Selihot, the special prayers said on the 
Ten Penitential Days, during which period the 
individual as well as the congregation as a whole 
repent and are anxious to start in the New Year 
a clean slate with their Maker, it is noteworthy 
to find also Penitential Prayers for the Ailments 
of Childrent ). They start thus: “Deign, O God, 
to heal the ailments of the fruit-bearing vine; 
ashamed and abashed and unhappy is its fruit; 
deliver it from the grave and from festering sore. 
Answer us even as Thou hast answered our father 
Abraham on Mount Moriah. . . .” 


Even voluntary work in behalf of hospitals 
seems to have warranted blessing and prayer, 


*The Hebrew equivalent used here is Therufah. 


+These are written in liturgic poetic style and are rhymed. 
a — quoted here is translated almost literally un- 
rhymed, 


MEN AND Books: 
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for we find in the daily prayer book the follow- 
ing “Service on the Occasion of Making Collec- 
tions for Hospitals”: 


“Happy is he that wisely considereth the poor... . 
The Lord will support him upon the bed of languishing: 
Thou changest all his lying down in his sickness. . . . 
May he who blessed our fathers, Abraham, Isaac and 
Jacob, bless all those whose heart stirreth them up to 
bring free-will offerings for the support of the hospitals 
of this city. May the Holy One, blessed be He, give 
them their recompense . . . remove from them all sick- 
ness, send blessing and prosperity upon all the work of © 
their hands. 


O Thou who art the Healer of all flesh and bindest up 
their wounds, send a perfect healing from heaven, a 
healing of soul and bods , unto all who lie on a bed of 

ain in our city. Turn their weakness into strength and 
them them with bodily vigour; restore them to perfect 
health, and prolong their happiness and well-being; and 
let us say, Amen.” 


Thus the psychological impact of the above 
prayer upon the whole congregation, in promot- 
ing public-spirited action and arousing a sense of 
duty to participate in the support of hospitals, 
so that the sick fellow-citizen may be treated and 
cared for, seems to be impressive and perhaps 
effective. 


Of medical interest, too, is a small passage 
that has found its way into the prayer book in- 
directly. It is customary to read consecutively a 
portion of the Ethics of the Fathers every 
Saturday afternoon, between Passover and the 
New Year Festivals—a spiritual dessert, as it 
were. In one of these, namely, Chapter V, § 7, 
it is recounted that among the ten miracles that 
were wrought in the Hebrew Temple, were two 
that are of interest to us here: “. . . ‘the holy 
(sacrificial) flesh never became putrid’ and ‘no 
fly was seen in the slaughter house.’ . . .” Would 
it be too far fetched to surmise from this passage 
that the concept of the association between the 
fly, as a carrier, and disease, or at least uncleanli- 
ness, even though in vague form, must have been 
known and appreciated at the time of the 
Talmud? 

By the same token, the Shulhan Aruk,* 
. . which for centuries was and in part still is 
‘the code’ of rabbinical Judaism for all ritual and 
legal questions that obtained after the destruc- 
tion of the Temple,” . . .| opens the morning 
observance at once with “The Rules of Washing 
of the Hands (Hilkot Netillat Yadaim) and Con- 
duct relating the House of Stool and Rules of 
Saying Asher Yatzar.” To appreciate the full 
significance of this, one must remember, that the 
Shulhan Aruk was written and handed down by 
design not for rabbis or scholars of the Law, but 


“<< 


. rather for “simple folk and children”, as a clear 


guide in their daily life that ought to be in keep- 
ing with their religious teachings, and therefore 


*Kitzur Shulhan Aruk Hashalem, Pub. Rozenkrantz, Vilno, 
1900. 


¢Jewish encyclopedia, Funk & Wagnall Co., N.Y., 1925, 
vol. 3, p. 585, last paragraph. 
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its influence upon the masses has been extensive 
and all-embracing. 

It appears then that the physical and mental 
hygienic laws and rules, as recorded in the 
Pentateuch, have not only had an uninterrupted 
continuity in the later Hebrew writings, the 
Talmud, Toseftot and Midrashim, right through 
the ages, but what is even more significant and 
instructive is that they have exerted their influ- 
ence, at least to some appreciable degree, upon 
the daily life of the individual Hebrew, as well 
as his entire family and group. This made 
them medicine conscious, as it were, in no small 
measure, which permitted them to regard and 
accept medicine and the medical man, such as 
they were, with a sense of reality and necessity, 
rather than of witchcraft and miracle. The con- 
cept that God is the Prime Healer and the phy- 
sician is his chosen Shaliyah (messenger) was so 
deeply rooted in the tradition and consciousness 
of the Hebrew through centuries, that faith and 
knowledge and not magic and miracle were the 
accepted modus operandi for medicine and its 
administrator, the physician. 

Finally, how soundly down-to-earth and 
realistic the practice of medicine has been re- 
garded by the Hebrew tradition is shown by the 
terse Talmudic sentence (Baba Kama, 85): “A 
physician for nothing” (i.e., without pay) “is 
worth nothing.” The psychological implication of 
this statement, regarding patient-physician rela- 
tionship, in terms of fee, would seem obvious 
and requires no further comment. 





MEDICAL SOCIETIES 


CANADIAN PSYCHOANALYTIC 
SOCIETY 


On August 9, 1954, the third open meeting of the 
Canadian Psychoanalytic Society was held at Noétre- 
Dame Hospital, Montreal. The guest speaker, Doctor S. 
Lébovici, scientific secretary of the Paris Institut de 
Psychanalyse, discussed “The Indications of Psycho- 
analytic Treatment.” The question period that followed 
the lecture was remarkable for the quality and number 
of relevant queries from the floor. Psychoanalysis, con- 
cluded the speaker, is a specific therapeutic tool and its 
applications must be clearly defined. It seems that the 
results of psychoanalytic therapy, in cases of neuroses 
and perversions, are directly related to the degree of 
anxiety and guilt felt by the patient; this is true of adults 
as well as of adolescents and children. Every aspect of 
clinical psychopathology was covered by the speaker, 
whose approach was both theoretical and practical. The 
Montreal audience was the first to hear a paper which 
will be delivered in November of this year at the XVIIth 
Conference of Romance Language Psychoanalysts. 


J. B. BouLANGER 
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GENERAL PRACTICE 


[The following extracts are taken from the first 
Newsletter to be sent out by the College of 
General Practice. They are evidence of the 
vigour and determination with which the Col- 
lege is being developed under its capable 
officers. —Ep1ror } . 


Active members by provinces on August 20th were as 
follows: 


MNT 2 GS th ce 3 pecs a ce a th ne aoe 1 
PPAR AO AERA INAEN s 55:5 5 Wien Go hota te bi See aleeees ote v2 
PU ek ag ea kl i ee Oe ca eee Rea 47 
IMR i as ca tel RUN DS aietg tare a ue. 10 
MORIN Sg 4 Nid Nimes "ie pti oad he neg ah: BER Ree 38 
SEM st EA eo ot Ras oo. Oat tar ee gen eee 133 
et nes a sno bas pets ee eer eee kan see ame 28 
TRUER ETE 0 3 5) Gin iwyaravince revel oneivi Ola epi se aeons 15 
OOOO OR TT EE er |, 
Prine MaWard (GIANG . «os coo ows cee oie b's ie Ses 4 
eR NMRINERIMNENI 55 oles, Si takes pean pane pera Nae one 5 

MONE ae 32 be nb Gatos abhor, amie tetra nian rN 363 


Associate members by provinces on August 20th were as 
follows: 


I ree era Seo GY cade ea pecs Leen aes —- 
Be ratals Hm RR. 5. bono Beso ogee GORE Mle eck oe 10 
UR sD sued c's i Nolin vsiakow: Cocco ado Gh 8 DE Re ee 2 
SRN TRERIINR 05 73%, Ser) ci tN ASG ey End. 3 
PREEINPNMEII So soso, Deen bie Wea i A PIR ORC ee 4 
MME es choc ee he Ra Od Cin OO PRR, 14 
ei Sik actd duke & SAAR aipce H EW Re I 2 


Pap RMINR NURI i555 F a et ok ee 0 SE ue ere -— 
MN RaRPOT EINE 355 0c co «si ws. 0 San re DOR aE <a — 


PROG PNET PIRI oo 5 os ave a piss 0e Ho BEN A OA 2 
TITTIES. in AS ae wis RR TR am 
EE ons oe De ee eet ere 37 


Donations to its Foundation Fund on August 20th were 
as follows: 


PR AM Re ci ie ces and astro hatte av Sepa Raa Te 1 
Parramatta AOA oe ck. . oo bk wots Meena sae 49 
ERA RR i ad oe! hk Logie pylon aa eaeeto eed Pee oma 9 
SA MRMEARRORRSIIINTD 55h sre 1 fond Cok rr, 4 Sarah tinea a pete 3 
MIN io oaks a kOe wh ae ee OM a eee a 
NINN. c Bies os Calle hd ee POOR ORE ON EE 59 
NS Ces oes OLY es SR ON ale COE Ree Eee 13 
Pe eG MAINT MOEIIE hcce 5 cacex arske 6 hack SARIN Rea kept Hier 8 
Nova Scotia... .. AO TE Ee ee en 7 
Pe Gd TBR ANI sions 5s o6, ss nas ho was ten 1 
Pies ARR ENN oa, csp de® be ass lo Sona naman Aomeiene ree alo: SRS 2 

SI 5 Zt Veo 8 gies so iaveahsindy oN TELAT 159 


We are sure that you will view these results both as being 
encouraging and also as showing the need for many more 
members and much more financial support. 


THE COLLEGE OF GENERAL PRACTICE OF CANADA 
is a collective effort by general practitioners to 
aid themselves in operating good general prac- 
tices. No one else can appreciate many of the 
things they need to progress in their work. It is 
not a medical-political organization. It is not 
simply a protest movement. It is planned to be a 
sort of academic headquarters with emphasis on 
training and education. It is a serious attempt to 
do some of those things for the shock troops of 
the profession that the Royal College of Phy- 
sicians and Surgeons has done for the specialist. 

To do this the College must have machinery. 
The first basic need is the establishment of 
Provincial Chapters of the College. The British 
Columbia Chapter is well under way and giving 
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us sound direction. We hope and expect that 
chapters will be formed this fall in the other 
provinces. The second basic need is the forma- 
tion of several committees to help speed its work. 


CREDENTIALS COMMITTEES 


Provincial Credentials Committees have been 
functioning in all provinces. Their personnel 
have been carefully chosen and for obvious 
reasons are not generally known. They pass upon 
membership applications. As soon as a provincial 
chapter is formed their work will be taken over 
by a new Credentials Committee named by the 
officers of that chapter. A Central Credentials 
Committee—with the chairmen of the Provincial 
Committees acting as consultants—reviews all 
applications and is the final authority on mem- 
bership. 

The task of these Committees is not an easy 
one. On their shoulders rests much of the re- 
sponsibility for establishing this College on a 
sound basis. They take into consideration many 
factors about a doctor and his work. It is difficult 
to assess many of them, as family doctors are 
rather versatile fellows. There are many types 
of good general practitioners but it may be said 
in a general way that the College does want the 
help of all those who are providing their patients 
with good service and who are giving some 
thought to the problems of the family doctor. 


COMMITTEE ON HOsPITALS 


This Committee shall: (a) Formulate plans 
and programmes wherein the College and its 
members may cooperate with other groups in 
expanding, maintaining and raising hospital 
services and standards. (b) Maintain close con- 
tact with the staff activities of hospitals in order 
that representation of general practitioners be 
maintained on each hospital staff. (c) Study 
internship training programmes to determine 
those most suitable for preparation for general 
practice. 

The chairman of this Committee is Dr, Harold 
M. Taylor of Tavistock, Ontario, with four other 
members appointed by himself and with a con- 
sultant from each province. 

There is much that this Committee can do. 
Every general practitioner should be able to use 
and care for his own patients in his neighbour- 
hood general hospital to the extent of his train- 
ing and experience. He needs the stimulus of 
association with the medical staffs of these hos- 
pitals. 


COMMITTEE ON EDUCATION 


This Committee shall: (a) Evaluate the 
various types of postgraduate training as to their 
acceptability for fulfilling the requirements for 
continued membership and assess the credits 
allowed for membership attendance. (b) Con- 
duct, develop or assist in programmes; lectures, 
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courses, or other means of postgraduate medical 
education for the benefit of the members of the 
profession at large. (c) Encourage and assist 
medical schools and hospitals in developing and 
maintaining adequate courses and facilities for 
the education and training of general practi- 
tioners. (d) Encourage medical students to enter 
the field of general practice. 


The chairman of this Committee is Dr. E. C. 
McCoy of Vancouver, with four others chosen by 
himself and consultants made available from the 
other provinces. 


COMMITTEE ON RESEARCH IN 
GENERAL PRACTICE 


This Committee shall explore the possibilities 
of research in general practice and encourage 
the study of research projects by family doctors. 

The chairman of this Committee is Dr. H. 
Gibson Hall of Toronto. Dr. Hall had an interim 
report in the July issue of the Canadian Medical 
Association Journal in which he dealt with the 
interesting subject of blood pressure. He invited 
other doctors to join with him in further study 
and observation. 


GENERAL INFORMATION 


The College encourages the formation of 
branch or local chapters among doctors practis- 
ing in particular areas, cities or around particu- 
lar hospitals. These branch chapters can greatly 
assist in working out its problems of membership, 
credentials, education, hospital relationships, etc. 

Information regarding area or provincial mem- 
bership is available. We welcome enquiries and 
suggestions about any of the activities of the 
College. The more ideas we have the less money 
we may need. W. Victor JOHNSTON, 

Executive Director. 
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The London Letter 


(From our own correspondent) 


THE GreAT LONDON Foc 


In 1953, the Minister of Health set up a committee 
of departmental officers and expert advisers to “marshal 
and examine the facts” of the great London fog of 
December 1952. The report prepared by this committee 
has just been published and provides a comprehensive 
and detailed analysis of all the available data. The fog, 
which persisted without remission during the four days, 
December 5 to 8, 1952, was due primarily to a prolonged 
calm of unusual duration in these Islands and a tempera- 
ture hovering around freezing point. In the absence of 
wind, physical and geographical factors operated to 
produce a temperature inversion, a cold layer of air at 
ground level being overlaid by a zone of warmer air. 
In the thickly populated area of the Thames valley this 
temperature inversion not only prevented the dispersal 
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of fog into the upper atmosphere but also allowed a high 


concentration of smoke and other atmospheric pollution 
to be built up. The maximum concentration of total sus- 
pended matter (smoke) was 4.46 mgm. per c.mm. of 
air, compared with 0.12 to 0.44 mgm. per c.mm. in 
December 1951. For sulphur dioxide, the comparable 
figures were 1.34 parts per million during the smog, 
compared with 0.07 to 0.23 p.p.m. in December 1951. 


The number of deaths attributable to the fog is put 
at between 3,500 and 4,000. The average daily number 
of deaths in London Administrative County increased by 
200% in the period December 5 to 9, compared with the 
average for November 29 to December 4. Over 90% of 
the increased deaths were in people over the age of 45, 
and 60 to 70% were over the age of 65. Deaths in 
children under one year were approximately doubled. 
Disease of the respiratory and cardiovascular systems, 
mainly of a chronic nature, was responsible for 84% of 
the increase. There was a considerable increase in sudden 
deaths from respiratory and cardiovascular conditions, 
and of 185 cases dying suddenly at home, half were 
found dead in bed. The pathological and clinical evi- 
dence “seems to indicate clearly that the harmful effects 
of the fog were produced by the irritating action of pol- 
luted air drawn into the lungs”, but “no detailed analysis 
is available to indicate all the constituents of fog which 
may have had an adverse effect on health.” Information 
on morbidity is much more scanty, but an examination of 
new claims to sickness benefit received by the Ministry 
of Pensions and National Insurance shows that during 
the week ended December 16, the number of claims in 
London and Middlesex reached 208% of the average of 
the previous three years, compared with a corresponding 
figure of 143% for England and Wales as a whole. This 
means that the claims in London and Middlesex were 
9,000 in excess of the expected number. 


ULTRAVIOLET IRRADIATION IN SCHOOLS 


A report has just been published by the Medical Re- 
search Council of an investigation into the effect of the 
ultraviolet irradiation of schoolrooms upon the incidence 
of infection among the school children. Irradiation was 
carried out in the junior and infant departments of three 
schools, with a population of 1,550, and three similar 
schools, with a population of 1,860, were observed as 
non-irradiation controls. Observations were continued 
over a period of three years—January 1946 to December 
1948, and during this time irradiation was maintained 
during school hours for the entire period. During the in- 
vestigation the general bacterial count in the air was 
about 16% lower in the irradiated schools than in the 
control schools: the count of Str. salivarius was reduced 
by as much as 70%, and that for hemolytic streptococci, 
made over a period of six months, by about 80%. On 
the other hand, “there was no appreciable effect on the 
total sickness absence recorded in either the infant or 
junior departments,” the absence rates being 446.5 and 
449.9 absences per 100 child-years, respectively, for the 
control and the irradiated schools. Certain exceptions, 
however, were observed. Examination of individual 
causes of absence suggested that in the case of mumps 
and chickenpox; asthma; gastritis, gastro-enteritis, and 
“gastric flu”; scarlet fever, acute pharyngitis and _tonsil- 
litis, otitis media and earache, irradiation probably re- 
duced the number of absences by 15 to 45%. 


It is pointed out, however, that absences due to these 
diseases form only a small part of the total sickness 
absence, and the conclusion is reached that “the effect of 
irradiation on total sickness absence is small, and the 
results would not appear to justify wide use of irradia- 
tion as a hygienic measure for the control of infection in 
primary urban schools.” 


MIDWIVES AND TRILENE 


Just before Parliament rose for the summer recess the 
Minister of Health announced that the Medical Research 
Council has recommended that midwives acting on their 
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own responsibility after adequate instruction be per- 
mitted to administer trichlorethylene (“trilene”) with 
inhalers conforming to an approved specification, and 
that the Central Midwives Board had accepted this 
recommendation. Thus ends a controversy which has 
dragged on since 1949 when the Medical Research 
Council first set up the committee to investigate the 
matter. Although the recommendation has been accepted, 
the report has not yet been published, and apparently 
there is little immediate hope of its being implemented, 
as it is reported that “it will be a considerable time” 
before approved machines become available for mid- 
wives. WituiaM A. R. THOMSON 


London, September 1954. 





OBITUARIES 


DR. P. A. DROUIN died at Quebec, Que., on July 27 
at the age of 82. A graduate in medicine of Laval Uni- 
versity in 1896, he practised in the St. Roch quarter of 
Quebec for more than 50 years. He was closely con- 
nected with the well-baby clinic there and also served 
as medical adviser for an insurance company from 1905 
until 1945. Dr. Drouin was a governor of the College 
of Physicians and Surgeons of the Province of Quebec 
and took an active part in various medical associations. 
He is survived by his widow, two daughters and two 
sons, one of whom, Dr. Guy Drouin, also practises in 


Quebec. 


DR. ANTON FORSBERG of the Division of Tuber- 
culosis Prevention, Ontario Department of Health, died 
at his home in Toronto on August 5. He was born in 
Sweden and came with his parents to Canada while 
still a child. He graduated in Medicine from Queen’s 
University in 1936, being one of the youngest students 
to graduate from this University. Following internship 
in the Hamilton General Hospital Dr. Forsberg was on 
the staff of the Mountain Sanatorium, Hamilton, for three 
years. Upon joiniifg the staff of the Provincial Depart- 
ment of Health he was first placed in charge of the 
Diagnostic Chest Clinic work in the Fort William area 
and later returned to the Central Office. 

He served with the Royal Canadian Army Medical 
Corps in the last war and on discharge resumed his work 
with the Department. 

Dr. Forsberg was treasurer of the Ontario Lzennec 
Society and was widely known in the tuberculosis field 
in Canada. He is survived by his widow and a young son. 


DR. JOHN CRUIKSHANK HOSSACK died on August 
16. Born in Macduff, Banffshire, Scotland in 1891, he 
was educated privately and at Edinburgh, came to 
Canada in 1907 and graduated in medicine from the 
University of Manitoba in 1919. He took an early in- 
terest in internal medicine, especially neurology, and 
rose from being demonstrator in medicine to be lecturer 
and assistant professor. From 1948 till his death he was 
editor of the Manitoba Medical Review and did much 
to establish its reputation. He was a past president of the 
Winnipeg Medical Society and later a life member, and 
past honorary president of the Manitoba Medical Stu- 
dents Association. A-very wide reader, he was interested 
in literature and medical history and contributed many 
articles to medical journals. He is survived by his widow, 
three daughters and three grandchildren. 
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DR. IRENEE RAYMOND LEBOURDAIS, 44, died at 
the Ottawa General Hospital, Ottawa, Ont., on July 1 
after a brief illness. A native of Ile de la Madeleine, Que., 
he attended St. Joseph’s University in Moncton, N.B., 
and graduated in medicine from Laval University. 
Shortly after graduation Dr. LeBourdais went to Buck- 
ingham, Que., where he practised for the past 15 years. 
He is survived by his parents, four sisters and two 
brothers, one of whom is Dr. Paul-Emile LeBourdais of 
Actonvale, Que. 


DR. DUNCAN JOHN MASON died at the Kenora Gen- 
eral Hospital, Kenora, Ont., on August 1 at the age of 
58. Born at Powassan, Ont., he moved to Winnipeg and 
graduated from the University of Manitoba Medical 
College. After graduation Dr. Mason opened his practice 
at Birtle, Man., and in 1924 moved to Kenora where he 
practised until his death. For a number of years he served 
as coroner of the district. He is survived by his widow, 
two daughters and one son. 


DR. R. J. McEWEN, pioneer Saskatoon physician, died 
on June 13 at the age of 71. Born near Guelph, Ont., 
he went to Saskatchewan in 1910 and established his 
practice in Saskatoon. In 1914 Dr. McEwen went over- 
seas with the medical corps; he was awarded the Order 
of the British Empire in 1918. The following year he 
returned to Saskatoon to resume his practice which he 
carried on until shortly before his death. He is survived 
by his widow, two daughters and one son. 


DR. ISAAC PEARLMAN, 68, died in St. Boniface Hos- 
_— St. Boniface, Man., on August 4. Born in Russia, 
e came to Winnipeg in 1911, graduated from Manitoba 
Medical College in 1918 and practised continuously in 
north Winnipeg. He served on the staff of the St. Boni- 
face Hospital in charge of . gastroenterology and was a 
lecturer in internal medicine on the medical faculty of 
the University of Manitoba. Dr. Pearlman eat as 
president of the College of Physicians and Surgeons of 
Manitoba and was made a life member of the Winnipeg 
Medical Society. In addition to having a keen interest 
in music, he was a member of the Winnipeg Public 
Parks board, a founder of the I. T. Peretz Folk Schools 
of Winnipeg and a sm member of the Canadian 
Jewish Congress, western division. He is survived by 
his widow and two sons, one of whom, Dr. Leonard 
A. — graduated from the University of Manitoba 
in 1953. 


DR. FRANK JAMES STEWART, 61, died at Lacombe, 
Alta., on July 26 after a long illness. A native of Clinton, 
Ont., he graduated from the Manitoba Medical College 
in 1914. Dr. Stewart practised at Medicine Hat and in 
southern Alberta prior to 1937 when he went to Lacombe 
where he founded the Lacombe Medical Centre. He is 
survived by his widow and one daughter. 





Dr. THOMAS FRASER 
AN APPRECIATION 


Dr. R. D. Defries writes: 

Dr. Fraser joined the staff of the Connaught Labora- 
tories as bacteriologist in 1918, subsequently being ap- 
pointed Research Associate and Assistant Director. In 
1920 he was appointed to the staff of the Department 
of Hygiene fo Preventive Medicine in the Faculty of 


Medicine attaining the rank of Professor in 1932 and 
Head of the Department in 1940. He contributed much 
to the successful development of the School, of which he 
was appointed Associate Director in 1942. 

Bacteriology and immunology offered Dr. Fraser an 
ever-widening field of interest and challenge, and he 
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made many important contributions. He early became 
interested in the control of diphtheria, and his studies 
included the transmission of the disease by carriers, 
types of organisms, the value of diphtheria toxoid in 
prevention, and the necessity of a reeall dose in produc- 
ing prolonged immunity. The control of diphtheria is one 
of the most remarkable achievements in the history of 
public health in Canada, and Dr. Fraser had a large 
share in this accomplishment. He was keenly interested 
also in tetanus, scarlet fever, and whooping cough. As 
Professor of Hygiene and Preventive Medicine, he devel- 
oped the present courses of instruction, which extend 
over the whole four years of undergraduate teaching. 
His influence as a teacher was felt far beyond the Uni- 
versity of Toronto. 

Dr. Fraser was internationally known for his work in 
preventive medicine and allied fields. He was president 
of the American Association of Immunologists in 1938- 
39 and of the American Epidemiological Society in 1948. 
He served the American Public Health Association as a 
member of several committees, including the Lasker 
Awards Committee, the Committee on Research and 
Standards, and the Subcommittee on the Control of Com- 
municable Diseases. He was a fellow of the Royal Society 
of Canada and a senior member of the Canadian Public 
Health Association, as well as a member of the editorial 
board of the Association’s journal. 

In the Connaught Medical Research Laboratories and 
the School of Hygiene, Dr. Fraser gave generously of 
his time to the forwarding of research by junior members. 
There are many research workers in Canada and abroad 
who have benefited from his sound guidance and helpful 
advice. His door was always open to students from other 
lands who were endeavouring to establish themselves in 
Canada. He was a genial host, enjoying the company of 
others and contributing much to any group in which he 
found himself. He had a great love of the outdoors, and 
his interest in the artistic found expression in painting. 

Dr. Fraser’s untimely death deprives the Connaught 
Medical Research Laboratories and the School of Hy- 
giene of a leader whose scientific work won for him an 
international reputation. His colleagues are deeply con- 
scious of the loss of an associate whose life was always 
generous, kindly and helpful. 





ABSTRACTS from current literature 
MEDICINE 


Hypoparathyroidism and 
Pseudohypoparathyroidism 


DE Mowsnay, R. R. et al.: Brrr. M. J., 1: 903, 
1954. 


The authors describe one case of pseudo-hypoparathy- 
roidism. This syndrome has features similar to those of 
hypoparathyroidism with the addition of a dyschondro- 
plasia resulting in shortening of the stature and meta- 
carpal and metatarsal. bones; there is also a tendency 
to metaplastic bone formation in the soft tissues. Pseudo- 
i So erred is due to disturbance of peri- 
pheral action of parathyroid hormone, except that the 
injection of parathyroid hormone usually fails to increase . 
the excretion of phosphate in the urine. 

The authors also describe three cases of idiopathic 
and three of postoperative hypoparathyroidism. They 
note that hypoparathyroidism may present with tetany, 
but that the symptoms may be overshadowed by other 
manifestations; for example in one case the only symp- 
toms of tetany elicitable were mild parzsthesie and 
cramps. It is of interest that two of their cases presented 
with (and were treated as) major epilepsy: the authors 
comment that 40% of cases of idiopathic hypopara- 
thyroidism reported in the literature have presented with 
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epilepsy and that they are not necessarily associated with 
frank symptoms of tetany. One patient showed patchy 
loss of hair, eyebrows and eyelashes with deformity of 
nails, and had attended an eye hospital in the first 
instance for cataracts. The authors conclude with ob- 
servations on other manifestations of hypoparathyroidism, 
amongst which are dental changes in childhood, mental 
changes and papillcedema. 

They suggest that more cases of hypoparathyroidism 
would be diagnosed if the condition was considered in 
patients with obscure pareesthesize, pains and cramps, in 
cases of epilepsy or in defects of the ectodermal tissues. 

W. F. T. TatLow 


Treatment of Migraine. 


FRIEDMAN, A. P.: NEw ENGLAND J. MEp., 
250: 600, 1954. 


Experience with over 1,000 cases of migraine during the 
past 10 years has led the author to the conclusion that 
the therapeutic management necessitates a dual ap- 
proach combining pharmacotherapy with psychotherapy. 

The most effective symptomatic treatment is the oral 
or rectal use of ergotamine tartrate combined with 
caffeine. In occasional cases where ergotamine tartrate 
is poorly tolerated dihydroergotamine methanesulphonate 
may be substituted. Neither compound should be em- 
loyed in the presence of cardiac, hypertensive or ob- 
iterative vascular disease, pregnancy, hepatic disease or 
septic states associated with intravascular foci. The vaso- 
dilators (histamine, mecholyl, nicotinic acid, amy] nitrite 
and magnesium sulphate intravenously) rarely are of 
value. Analgesics and sedatives are sometimes indi- 
cated if the headache is persistent. 

Psychotherapy is directed toward relief of the emo- 
tional tension and stress acting as the precipitating 
factor in attacks. The physician-patient relationship is 
the most important aspect of psychotherapy. While it is 
usually not possible to alter the patient's environment 
through understanding his problems, allowing him to 
discuss them in detail, and helping him to make his own 
decisions will result in much improvement. 

Allergic, endocrine and “metabolic” factors are rarely 
of significance in causing migraine. Progesterone or test- 
osterone, or both, may be of help if migraine is asso- 
ciated with menstruation. Fifteen per cent of patients 
are refractory to symptomatic treatment and at least 35% 
are refractory to preventive methods. 

NorMAN S. SKINNER 


Value of Electro-Shock Treatment 
on Outpatients. 


Mezer, R. R. AND SoLomon, H. C.: New 
ENGLAND J. MEp., 250: 721, 1954. 


A two-year survey of outpatient electro-shock treatment 
carried out at the Boston Psychopathic Hospital (1949- 
51) showed it to be successful from a therapeutic as well 
as a financial standpoint. It also was less disturbing to 
the patient and family, avoiding the stigma ached to 
the admission to a mental hospital. Improvement oc- 
curred in 87% of 84 patients. In the 11 patients who 
were not benefited admission to hospital and further 
therapy brought improvement in four cases. 

The authors advocate the availability of out-patient 
electro-shock in general hospitals and believe that it is 
a method of treatment which should be seriously con- 
sidered before patients are admitted to mental hospitals. 

NorMAN S. SKINNER 


Tuberculous Meningitis: Combined Therapy 
with Cortisone and Antimicrobial Agents. 


SHANE, S. J. AND Ritrey, C.: NEw ENGLAND J. 
Mep., 249: 829, 1953. 


Results in the treatment of tuberculous meningitis are 
greatly improved if cortisone is employed along with 
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the usual combination of streptomycin with para-amino- 
salicylic acid or isoniazid. Cortisone restricts, or even 
reverses, inflammatory reaction, as shown by autopsy 
evidence presented in this study. The hormone is started 
in dosage of 200 to 300 mgm. daily, which is maintained 
until improvement is definite when it is gradually de- 
creased and finally eliminated, combined therapy with 
antimicrobial agents being continued for a further three 
to six months. Intrathecal injections of streptomycin 
were not employed in this series in which recovery oc- 
curred in five of seven patients. In four additional pa- 
tients excellent early results have been obtained But 
it is yet too early to assess the end-results of therapy. 


NorMAN S. SKINNER 


SURGERY 


Recognition and Management of Acute 
Pancreatitis. 


Dorsey, J. M. AND Ruzic, J. P.: A. M. A. 
Arcu. Surc., 66: 769, 1953. 


Acute pancreatitis is recognized much more frequent] 
the more often serum amylase levels are determined. 
Other conditions causing high levels are rare. As a re- 
sult of doing the test often in patients with.an acute ab- 
domen, unnecessary laparotomy is sometimes avoided in 
the shock-like type of pancreatitis. In such cases early 
attention to electrolyte balance, antibiotics and blood 
replacement is important. People with gall stones should 
be considered to be liable to the complication of acute 
pancreatitis. BurNS PLEWES 


Benign Tumours of the Ampulla of Vater. 


Kirsterns, A., Govostis, M. C. AND PROHASKA, 
J. V.: A. M. A. Arco. Surc., 67: 708, 1953. 


Benign lesions involving the bile duct papilla and caus- 
ing obstructive jaundice do occur, but are difficult to 
differentiate from adenocarcinoma. One such patient and 
two others with carcinoma were operated upon, the 
tumour resected and the bile and pancreatic ducts re- 
implanted into the duodenum. The first patient is well 
after 13 years. The others survived 11 and 4% years. 
If- an accurate differential diagnosis can be made at 
operation local resection of an adenoma or other benign 
lesion would be much preferable to pancreaticoduoden- 
ectomy. . Burns PLEWES 


Postgastrectomy Syndromes. 


Jounston, H. D.: Postcrap. MeEp., 30: 154, 
1954. 


Side-effects of gastrectomy have recently had consider- 
able publicity, but only 1.6% of a series of 837 patients 
ened that they would not have had the operation if 
they had known what the effects would be. Side-effects 
are often to a certain extent dependent on the mental 
make-up of the patient. The dumping syndrome is at- 
tributed to a rapid evacuation due to ablation of the 
pylorus; abdominal colic and cardiovascular changes 
follow, the patient becoming pale, hot and sweaty. Some- 
times consciousness may be lost. The frequency of at- 
tacks is variable, and the incidence has been reported as 
varying from 3 to 75%, depending on the type of opera- 
tion. The author, in discussing the suggested mechanism 
of the syndrome, points out that distension of the jejunum 
or the gastric remnant, and release of a vasoconstrictor 
substance have all been postulated but, whatever the 
mechanism involved, drastic reduction of gastric contents 
and a_ gastrojejunal anastomosis are two. important 
factors. In the prophylaxis of dumping the gastrectomy 
should be no more radical than is necessary to control the 
patient’s disease: and in the author’s opinion an opera- 
tion should provide an adequate gastric reservoir with 
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a stoma fixed high up. He discusses the surgical cure 
and the medical management of the syndrome. He ad- 
vises small, frequent, dry meals containing a minimum 
of soluble material of high osmotic value; the diet should 
contain high proportions of fat and proteins of the solid 
variety. Atropine is stated to be of use only if given in 
sufficient quantities to produce uncomfortable dryness 
of the mouth: ephedrine before meals and potassium 
chloride with meals are also said to be useful. 

The author also describes other effects of gastrectomy. 
Hypoglyczemic symptoms possibly related to a reactive 
hypoglycemic swing iollovlite postprandial hyper- 
— bilious regurgitation and abdominal colic are 

iscussed. Few patients ever regain the weight they were 
before they developed an ulcer, although this is very 
different in the patients cured by vagotomy. Diarrhoea 
and asthenia are also complications of the gastrectomy. 

W. F. T. TaTLow 


Special Problems of Acute Appendicitis 
in Middle and Late Life. 


Boyce, F. F.: A. M. A. Arcu. Surc., 68: 296, 
1954. 


Though the mortality in acute appendicitis in the United 
States has dropped from 15.2 per 100,000 in 1925 to 
1.7 in 1952, there were still 2,600 persons per year dying 
of that disease. Antibiotics do not prevent the disease 
nor are they a substitute for surgery. The death-rate 
from appendicitis is disproportionately high in middle 
and late life and the older age group constitutes an in- 
creasing proportion of the population. 

Appendicitis may be inherently more severe in older 
ersons because of loss of lymphoid tissue, cardiovascular 
esions, and other changes that lead to earlier perforation 
and then less likelihood of localization. Statistics from 
the New Orleans Charity Hospital show an increase in 
the complicated cases of appendicitis in the older pa- 
tients. Perforation often occurs within 12 hours of the 
onset. In this group there is a paucity of symptoms and 
signs and they enter the state of ill health slowly: fever 
ie Nien, pulse is slower, leukocytosis is often slight. Another 
circumstance to confuse the clinical picture is the 
presence of another organic disease, and acute appendi- 
citis may occur in patients already in haakieel for a 
chronic disease. Some patients were refused admission 
because the symptoms and signs were so mild, to return 
later, often to die. 

The management of acute appendicitis in this age 
group is prompt appendectomy and there is far less 
reason for conservative treatment than at any other 
period of life. Burns PLEWES 


OBSTETRICS AND GYNA[SCOLOGY 
“Failed Forceps”: A Review of 100 Cases. 
Gapp, R. L.: Brrr. M. J.: 1: 735, 1954. 


A review has been undertaken of 100 consecutive failed 
forceps cases admitted to St. Mary’s Hospital, Man- 
chester, during 1943-51. The incidence of such cases 
fell from 3.2 to 0.5% of the total emergency admissions, 
and reasons for this decline are suggested. 

The commonest cause of failure was the undilated 
cervix (39%), and the total loss was 28%..Pyrexia was 
notifiable in 18% of the cases. 

A comparative survey of earlier series is presented, 
and reasons are suggested to explain the gradual im- 
provement noted in the results. Ross MircHELt 


Hemolytic: Disease of the Newborn Caused 
by a New RH Antibody, Anti-C, 


STRATTON, F. AND RENTON, P. H.: Brrr. M. J.: 
1: 962, 1954. 


A description is given of a case of hemolytic diséase of 
em due to a new Rh antibody, anti-C*. Anti- 


the new 
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Cx antibody gives very few positive results when tested 
with random blood samples from the English population. 
Out of 3,931 random samples tested, four positive results 
were obtained. 
The Cx antigen is considered to be an allele of Rh 
at the C-c locus. Its inheritance has been demonstrated. 
The desirability of including direct tests between the 
husband’s cells and the maternal serum in suspected 
cases of hemolytic disease, as well as the need for 
extensive investigation on antibodies thought to be re- 
acting with family blood groups, is discussed. 
Ross MITCHELL 


Clinical Studies Concerning the Relationship of 
(Estrogens to the Development of Cancer 
of the Corpus Uteri. 


Jensen, E. I. ANd OsTERGAARD, E.: Am. J. 
Osst. AND GyNEc., 67: 1094, 1954. 


The authors have been interested for a number of years 
in a possible connection between the action of cestrogens 
and the development of cancer of the body of the uterus. 
One hundred and five cases of cancer of the corpus uteri 
were studied with regard to: (1) age at the onset of the 
menopause; (2) preceding periods of metrorrhagia; (3) 
presence or absence of menopausal complaints; (4) 
marital status and fertility; (5) the histological appear- 
ance of possibly normal parts of the endometrium; (6) 
the intensity and duration of cestrogen therapy. The im- 
pooete gained was that in patients with cancer of the 

ody of the uterus the menopause commences later, is 
more often preceded by metrorrhagia, and is less fre- 
quently accompanied by hot flushes, which is taken to 
indicate that these patients are exposed to the influence 
of endogenous cestrogens for longer periods than the 
average woman. Women in this series gave a history of 
treatment with cestrogens in large doses, and for long 
periods of time, more frequently than in control cases; 
16 of the cancer patients had been treated with 
cestrogens continuously from two to 15 years. 

It was concluded that it is difficult to make a histo- 
logical diagnosis and doubtful cases should, therefore, 
be kept under observation for a few months without the 
administration of oestrogens before a conclusive biopsy 
is performed. 

The authors believe that continuous stimulation by 
cestrogens, whether endogenous or exogenous, plays an 
important part in the etiology of cancer of the body of 
the uterus. Precautions concerning cestrogen therapy 
during the menopause should therefore be taken. 

B. L. FRANK 


PAEDIATRICS 


Clamping of the Umbilical Cord. 


Corozz1, A. E.: NEw ENGLAND J. MeEp., 250: 
629, 1954. 


Four different methods of dealing with the umbilical 
cord were employed in groups of 25 normal newborn 
infants. Blood counts were subsequently done at 24 
and 72 hours after birth. Uniformly highest counts were 
obtained in the group which had been placed on a table 
below the level of the placenta and the cord stripped 
four to eight times from vulva to umbilicus before 
clamping was carried out. The lowest counts were in a 
group where the cord was clamped immediately after 
elivery. Intermediate counts obtained in series where 
the cord was clamped after cessation of pulsation where 
the baby was placed below the placenta or on the 
maternal abdomen. 

In these 100 normal newborns no difference in pro- 
gress resulted from the methods of cord clamping em- 
loyed. However, because of the very real difference in 
blood count levels it is apparent that cord stripping has 
an effect equal to an average transfusion and should be 
employed whenever shock or anemia is suspected 
(traumatic or Cesarean delivery, prematurity or ma- 
ternal hzemorrhage). NorMaN S. SKINNER 
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The Treatment of Acute Bacterial Meningitis 
in Infants and Children. 


Situ, M. H. D. anp Herrinc, G. W.: Post- 
GRAD. MeEp., 14: 540, 1953. 


It has been recently established that the high death rate 
(25% ) from purulent meningitis is due to three factors: 
(1) failure ot early clinical diagnosis; (2) inadequate 
laboratory facilities for accurate and rapid identification 
of the etiologic agent; and (3) improper selection and 
use of therapeutic agents. Thus, the results of this study 
will be of greatest interest to the doctors in those hos- 
pitals where the laboratory facilities are suboptimal. 

The study was carried out over a period of two years, 
and included 86 patients. The causative agents in these 
cases were identified as H. influenzz (32), N. menin- 
gitis (26), and D. pneumoniz (14). Unidentified cases 
numbered 14. Purpose of the study was to show that it 
is possible to treat patients suffering from an acute 
pyogenic meningitis according to a rather standard 
regimen and obtain reasonably good results. Treatment 
consisted of combined chemotherapy and antibiotics, as 
follows: (1) aqueous penicillin: initial dose: 500,000 
U. LV.; continuing dose: 500,000 U. q.8h., LM. (2) 
Sodium sulfadiazine: initial dose: 50 mg./kg. (5% soln), 
also 100 mg./kg., by mouth; continuing—50 mg./kg. 
q.8h., by mouth (3) Chloramphenicol (not palmitate); 
initial_100 mg./kg. by mouth; continuing—250 mg. 
q.8h., by mouth. 

The authors carefully point out that this therapy is 
not recommended for infants under two months of age. 
Meningitis in this age group is most often due to one 
of the enteric bacteria when polymyxin or streptomycin is 
the drug of choice. They also make it clear that the 
therapy should not be continued longer than seven days 
or, if the patient is free of fever for 48 hours, treat- 
ment can be discontinued before the seven day period 


s up. 

While this empirical treatment may seem a little 
frightening the results obtained are certainly worth con- 
sideration since the mortality rate for the group was 
only 8.1%—one-third of the usual rate. Furthermore, 
only two of the patients so treated gave any evidence of 
brain damage. IsaBEL M. LAuDER 


RADIOGRAPHY 
Portable Thulium X-Ray Unit. 


UNTERMYER, S. et al.: NucLreonics, 12: 35, 
1954. 


The three sections of this article consider the unit, 
methods for preparing thulium oxide or metal, and 
clinical radiography with a thulium-170 source. 

For some time there has been a demand for simple, 
portable radiographic equipment for both medical and 
industrial use. Such equipment is of greatest value in 
isolated locations where conventional bulky x-ray equip- 
ment is not available. Army field hospitals, small naval 
vessels and isolated construction camps, illustrate the 
areas where these units will probably have their first 
application. 

It is well to dispel the notion that such equipment 
might supersede conventional x-ray tubes. Standard x-ray 
equipment has been developed over many years to the 
point where superlative results can be obtained. It 
seems unlikely that these results can ever be matched 
by thulium sources. However thulium sources appear 
to produce radiographs of a quality that is acceptable 
for many purposes and they can be used at locations 


where standard x-ray facilities could not easily be made 
available. 

The unit is cylindrical in shape and is self-contained 
in a lead shield. It measures 44%” x 2” and weighs less 
than seven pounds. Radiographs of extremities using 
medium speed screens in lead backed cassettes at 15” 
distance require 30 second exposure.. A new unit is 
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under construction which is four times as powerful and 
should cut exposure time to one to three seconds. 

This application of radioactive isotopes as a radiation 
source for diagnostic radiography is interesting. It could 
well be an important development. 

CHARLES E. VAUGHAN 


ANAESTHESIA 


Common and Inter-Related Complications of 
Anesthesia in Operations and Obstetrics. 


Baccot, M. G.: CuRRENT Res. IN ANAESTH. AND 
ANALG., 33: 1, 1954. 


The purpose of this paper is to study the common 
denominators responsible for the complications which 
arise during anzesthesia. It seeks to point out the funda- 
mental importance of (a) muscular relaxation as a feature 
of anesthesia, with particular reference to the fact that 
the much publicized “empty stomach” is a myth even 
in the newborn infant, and (b) the manifestations of the 
presence of material other than essential gases and 
vapours within the respiratory tract. One of the com- 
monest causes of difficulty in anzsthetic practice is 
gastro-intestinal distension and stasis with unrecognized 
regurgitation and aspiration of stomach contents due to 
relaxation of the cardiac sphincter in deep anesthesia. 
The importance of efficient suction of the respiratory 
passages and upper digestive tract is stressed and prac- 
tical points are considered. The author points out that 
sudden cardiac arrest may occur during anesthesia due 
to the forcible inspiration of solid, semisolid or liquid 
masses apart from the occurrence of respiratory obstruc- 
tion. This is similar to the condition noted in swimmers 
where the impact of water entering the upper respiratory 
passages may cause cardiac arrest without evidence of 
contributory disease or drowning. Finally he points out 
that the major and minor complications, common to the 
various agents and techniques are related to one an- 
other, and to the common factors which arise with these 
different drugs and methods. 
F. ArtrHurR H. WILKINSON 


* 


THERAPEUTICS 


The Problem of Weight Reduction in the 
Obese Woman. 


Conrap, S. W.: AM. Pract. AND DIGEsT. 
TrEAT., 5: 38, 1954. 


In recent years, probably no other health problem has 
enjoyed greater publicity than obesity. The usual 
methods of treating obesity are either inadequate or 
merely a superficial approach to the problem. 

The obese individual may have resistance either to 
altering her pattern of overeating, or to losing weight. 
She continues to overeat in spite of the fact that her 
obesity may be detrimental to her social and economic 
success. Even the removal or alleviation by psycho- 
therapy of the underlying emotional motivations for 
overeating may fail to halt the urge to overeat. The 
resistance to weight reduction may be either a resistance 
to a reduction in food intake—i.e., dieting, or resistance 
to losing weight. 

The causes for the resistance to dieting are: (a) Reluct- 
ance to give up an oral mechanism which is used to 
allay anxiety and to express hostility. (b) Rebelliousness. 
(c) Guilt feelings which result from breaking the dietary 
regimen. (d) Difficulty in being self-assertive and refus- 
ing food when it is offered. (e) Giving up a primar 
source of pleasure—eating. (f) Fear of Rae (g) Lack 
of motivation. 

The causes for the resistance to losing weight are: 
(a) Obesity to some people represents health and a 
protection against illness; (b) it may be a symbolic repre- 
sentation of strength, power and greatness; (c) fear of 
changing; (d) fear of losing love; (e) Obesity may be a 
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means of expressing hostility, rebellion, or defiance 
against a parent or parent-figure; (f) it may be a means 
of avoiding maturity; (g) it may act as a defense against 
narcissistic injury; (h) it may be an unconscious attempt 
to identify with a fat parent; (i) it may cpabeclioully 
represent pregnancy; (j) it may serve for some women as 
a protection against sexual temptation; (k) it may be an 
expression of the patient’s low self-esteem; (1) it may 
be a form of self-punishment. 

In the treatment of obesity it is necessary to uncover, 
and to remove, the underlying emotional factors which 
motivate the patient to overeat. In cases in which a 
persists, resistance to treatment should be suspected; 
the cause of some types of resistance may be removed by 
superficial psychotherapy. B. L. FRANK 


Clinical Trial of Alpha-Tocopherol in the 
Prophylaxis of Thrombo-Embolism. 


Witson, M. G. Anp Parry, E. W.: Lancet, 1: 
486, 1954. 


Two hundred patients were studied, 100 serving as con- 
trols. The patients were all more than 40 years old and 
cases for treatment were chosen at random; treatment 
was started on the day of admission to hospital. Alpha- 
tocopherol acetate, 200 mgm., was given daily by mouth, 
and 10% calcium gluconate, 10 c.c., was given intra- 
venously every 48 oo Calf tenderness was taken as 
an indication of thrombosis in the deep veins of the calf. 
If there was also associated oedema, the main deep veins 
of the leg were considered to be thrombosed. The former 
was regarded as a mild deep thrombosis, the latter a 
severe one. 

Ten treated patients and 13 controls developed throm- 
boses. There was a distinct difference in the severity of 
these thromboses; most of the thromboses developing in 
the treated group would have escaped notice if the 
patients’ legs had not been carefully examined every 
day. It may also be doubted whether calf tenderness is 
always caused by calf thrombosis. Of the controls, 10 
had thromboses of some severity and two had pulmonary 
emboli. These results tend to support the claim that 
alpha-tocopherol and calcium gluconate have some 
efect on the degree, if not on the incidence, of throm- 

Osis. 

After 100 patients had received intravenous calcium 
gluconate every other day, oral calcium gluconate, er. 
60 (4 .) t.d.s. and vitamin D, 50,000 units daily, 
were substituted. In this new series, there were three 
groups of patients: one group receiving alpha-tocopherol, 
calcium gluconate, and vitamin D by mouth; a second 
group receiving only alpha-tocopherol; a third grou 
acting as controls. After 50 patients had been observe 
in each group, it was found that of the controls, seven 
developed thromboses; of those receiving alpha-toco- 
pherol, calcium gluconate, and vitamin D, five developed 
thromboses; and among those receiving alpha-tocopherol 
alone, two developed thromboses. B. L. FRANK 


Successful Treatment of Pneumococcal 
Pneumonia with Combination of 
Chloramphenicol and Penicillin. 


Davis, W. M.: Am. J. M. Sc., 227: 391, 1954. 


A combination of chloramphenicol and _ penicillin was 
studied for the purpose of evaluating the possible ap- 
pearance of antibiotic antagonism by the use of such a 
combination. It is emphasized that the combined use of 
these two antibiotics is not as a rule necessary and is 
not recommended as a routine form of treatment. 
Fifty-two episodes of pneumococcal pneumonia were 
studied in 50 patients and a definite, immediate re- 
sponse occurred in 42 (80.7%), and a slower response 


in the remainder of the patients. The incidence of 


aoe complications was low; there was one delayed 
eath three months later from brain abscess or menin- 
gitis, which was attributed to failure of treatment. 
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It was concluded that an adequate response may be 
obtained from the use of the combination of chloram- 
phenicol and penicillin, and no antagonism of these two 
antibiotics was observed in this series. B. L. FRANK 


Further Observations on Anorectal Complica- 
tions Following Aureomycin, Terramycin, and 
Chloromycetin Therapy. 


MANHEIM, S. D. AND ALEXANDER, R. M.: NEw 
York J. Mep., 54: 231, 1954. 


The ingestion of aureomycin, terramycin, and Chloro- 
mycetin (chloramphenicol) is thought to be responsible 
for a new anorectal clinical entity, characterized by 
perianal itching, burning, bleeding, a feeling of con- 
tinuous moisture, and fecal staining of underclothing. 
This syndrome usually arises one or two weeks after 
ingestion of the drug, and in about 40% of cases follows 
a short period of Tuarhicne. Symptoms are more pro- 
nounced during the day and after defecation, and there 
is rarely any discomfort during the night; this is a 
distinguishing feature from the distressing nocturnal 
itching of “idiopathic” pruritus ani. 

Proctological examination usually reveals perianal 
erythema extending for a distance of one to two inches 
around the anal aperture. Invariably, the skin shows 
multiple excoriations and superficial fissures radially 
placed, close to the anocutaneous junction. These 
multiple fissures in no way resemble the chronic fissures 
which are usually caused by trauma. 

A group of 300 patients with this syndrome was 
studied. In patients with pruritus, prompt relief was 
frequently lean by the use of fungicidal powders 
and the oral ingestion of buttermilk, yoghurt, or acido- 
philus milk. In addition, local applications of solutions 
causing mild desquamation of the superficial layers of 
the skin were of benefit. Patients suffering from proctitis 
and colitis presented the same therapeutic difficulties 
which are met with in the “nonspecific” cases of colitis 
and had remissions and exacerbations despite adequate 
therapy. Patients with multiple superficial fissures, tempo- 
rarily responded well to sitz baths, analgesic ointments, 
mineral oil, and various other preparations such as 
scarlet red and cod liver oil ointments; surgery was 
necessary in some patients. 

In view of these complications, it is emphasized that 
aureomycin, terramycin, and Chloromycetin should only 
be administered when a specific indication for their use 
exists. B. L. FRANK 





FORTHCOMING MEETINGS 
CANADA 


CANADIAN PuysIoLocicaL Society, Toronto, Ont. (Dr. 
J. M. R. Beveridge, Department of Biochemistry, Queen’s 
University, Kingston, Ont.) October 22-23, 1954. 


CANADIAN Hosprrat AssociATION, Biennial Meeting, 
Ottawa, Ont. (Executive Secretary: Dr. A. L. Swanson, 
280 Bloor Street West, Toronto 5, Ont.) May 9-11, 1955. 


NintH INTERNATIONAL CONGRESS ON RHEUMATIC Dis- 
EASES, Toronto, Ont. (Dr. Donald C. Graham, Chairman, 
Committee on General Arrangements, 240 St. George 
Street, Toronto 5, Ont.) June 23-28, 1957. 


UNITED STATES 


INTERNATIONAL ANASSTHESIA RESEARCH Society, Annual 
Congress, Los Angeles, Calif. (Dr. T. H. Seldon, Chair- 
man, 102-110 Second Avenue, S.W., Rochester, Minn.) 
October 4-7, 1954. 
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New ENGLAND PosTGRADUATE ASSEMBLY, Boston, Mass. 
(Executive Secretary, R. St.B. Boyd, 22 Fenway, Boston 
15, Mass.). October 25-27, 1954. 


NATIONAL GASTROENTEROLOGICAL ASSOCIATION AND 
AMERICAN COLLEGE OF GASTROENTEROLOGY, Washing- 
ton, D.C. (National Gastroenterological Association, 33 
West 60th Street, New York 23, N.Y.) October 25-27, 
1954. 


AMERICAN INSTITUTE OF DENTAL MEDICINE, 11th Annual 
Meeting, Palm Springs, Calif. (Executive Secretary, Miss 
Marion G. Lewis, 2240 Channing Way, Berkeley 4, 
Calif.). October 31-November 4, 1954. 


ConcGrRESS OF NEUROLOGICAL SURGEONS, New York, N.Y. 
(Dr. Henry M. Suckle, 414 Tenney Bldg., Madison 38, 
Wisconsin.) November 4-6, 1954. 

AMERICAN DERMATOLOGICAL Belleair, 
Florida. April 17-21, 1955. 


ASSOCIATION, 


AMERICAN PsyCHOSOMATIC Society, 


Annual Meeting, 
Atlantic City, N.J. May 4-5, 1955. 


OTHER COUNTRIES 


Tuirp INTERNATIONAL CONGRESS ON DISEASES OF THE 
Cuest, Barcelona, Spain. (Secretary General: Prof. 
Anthony Caralps, Corcega 393, Barcelona, Spain.) 
October 4-8, 1954. 


PaN-PaciFic SURGICAL ASSOCIATION, Congress, Honolulu, 
Hawaii. (Dr. F. J. Pinkerton, Director General, Pan- 
Pacific Surgical Association, Young Building, Honolulu, 
Hawaii) October 7-8, 1954. 


Japan MepicaL Concress, Kyoto, Japan. (Dr. M. Goto, 
Secretary General, University Hospital, Medical Faculty 
of Kyoto University, Kyoto, Set. April 1-5, 1955. 

INTERNATIONAL DIABETES 
England. 
Hague.) July 4-8, 1955. 


FEDERATION, Cambridge, 


CONGRES DE LA LITHIASE URINAIRE, Evian, ( Hte-Savoie), 
France. (Séc. Prof. Agr. Cl. Laroche, 16, rue Christophe- 
Colomb, Paris (8e), France) September 2-4, 1955. 


Tumrp INTERNATIONAL CONGRESS OF VITAMIN “E”, 
Milan, Italy. (Secretary of the Congress, Prof. Emilio 
Raverdino, Milano, via Pietro Verri 4, Italy.) Early 
September 1955. 





NEWS ITEMS 


ALBERTA 


The poliomyelitis in Alberta this year, to date, has 
not reached the severity of last year. There would ap- 
pear to be more isolated cases with less severity. Th 
profession is better prepared to meet the situation if an 
epidemic should arise. Special courses were given in the 
treatment of the disease during the past winter. All 
major hospitals have organized teams to handle the 
cases. 


We regret to state the loss of Dr. D. G. Revell, 
Emeritus Professor of Anatomy at the University, in his 
eighty-fifth year. Two articles by Dr. Revell will be 
found in the August issue of the Alberta Medical Bulletin. 


(Secretary, P. Duys, 33, Prinsegracht, The - 
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Dr. Cameron Harrison of Edmonton won the Gold 
Medal of the Royal College of Surgeons of Canada for 
this year. This prize is presented for the most beneficial 
research work performed during the year; this was 
carried out in the Department of Research of the Uni- 
versity of Alberta. We wish to congratulate Dr. Har- 
rison and his co-worker Dr. M. Alton who is completing 
his surgical training in London, England. 


Preparations are under way for the annual meeting 
of the Alberta Medical Association to be held in Cal- 
gary in the latter days of September. 


Dr. Victor Wright of Edmonton attended the Interna- 
tional meeting on cancer held recently in Brazil. 
W. CARLETON WHITESIDE 


BRITISH COLUMBIA 


The new hospital at Tofino was opened on August 14 
by the residents of the Tofino-Ucluelet area. This hos- 
pital will serve the people of quite an extensive area, 
and has been altel for a long time. The original small 
hospital was destroyed by fire two years ago. 

The hospital cost $200,000 to erect, and at. least half 
of this amount was raised by the efforts of the com- 
munities concerned. It will accommodate 17 adults and 
six children. The medical superintendent is Dr. Gordon 
Fyfe, and Mrs. Myrtle Dickinson is matron. 


The new Medical Services Incorporated medical plan 
is now in full operation, and over 75% of the medical 
men of the province have signified their willingness to 
participate. Dr. J. F. Sparling is the president, and Mr. 
H. W. Jones is executive director. This’ will, it is hoped, 
open up a large field for extension of the prepaid medi- 
cal schemes now in existence. 


The figures for polio in B.C. this year are much below 
those for the past two years. In the metropolitan area 
of Greater Vancouver, there were, at the last report, 32 
cases, with one death. Of these cases, there were 13 
cases from Vancouver proper. 


Mental hospitals in British Columbia are due to under- 
go a large prone of enlargement, with the con- 
struction in the near future of two 300-bed extensions to 
existing hospitals. Woodlands School and the Home for 
the Aged at Essondale are to be enlarged, and tenders 
for this work will be called in October. 

Dr. A. M. Gee, director of provincial mental services 
at Essondale, states that 6,289 persons are undergoing 
treatment at mental hospitals in B.C., and these extensions 
will allow for over 800 more, together with a day hos- 
pital and a new child guidance clinic. 


The city health officials of Vancouver are studying 
plans designed to establish a new eye-testing system in 
the schools of the area. Dr. Stewart Murray, chief medi- 
cal officer, states that the new system was tested this 
summer in co-operation with eye-specialists at the Gen- 
eral Hospital and the U.B.C. Some thousand children 
who will be attending school for the first time in Septem- 
ber were tested, and it is hoped to make this general. 


The North Shore Hospital Society has recently come 
into full existence, with the approval and support of the 
provincial health authorities. There had been some delay 
in the establishment of the Society and its obtaining of 
a charter, as this could not be done without the approval 
of Victoria. 

The objects of the Society are chiefly the planning 
of a new hospital to serve North and West Vancouver, 
and the raising of funds therefor. The original plans 
called for the building of a 400-bed hospital, but all 
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this will have to be decided at future meetings of the 
Society. A group of citizens of North Vancouver, headed 
by Mr. Frank Goldsworthy, has been very active in this 
matter for some months. 


The tragic death of Dr. E. A. Campbell of Vancouver 
has deprived the medical profession of B.C. and the 
public of one of our ablest psychiatrists. Dr. Campbell 
was medical superintendent of Hollywood Sanitarium in 
New Westminster, and had offices in Vancouver. Dr. 
Campbell was out fishing near his summer home, with 
two house guests, both nurses, when, as is thought, the 
boat capsized. All three were drowried. There is evidence 
that Dr. Campbell did all he could to secure the safety 
= = women before he himself tried to swim ashore for 

elp. 


The second Pearson Memorial Lecture will be given 
before the Vancouver Medical Association on September 
14. The Lecturer will be Dr. Sidney Dyke, M.D., B.Ch., 
D.P.H., F.R.C.P., and he is President of the International 
Society of Clinical Pathologists. He is from Wolver- 
hampton, England. His subject will be “Pernicious 
Anzmia.” J. H. MacDermor 


MANITOBA 


Tenders for the new Children’s Hospital building on 
Olivia Street, Winnipeg, were called for on August 5. 
The five-storey building is expected to be one of the 
most modern in North America. Ground-breaking cere- 
monies will be held on September 23. The new hospital 
will be another unit in the medical centre. 


The new nursing wing of St. Boniface Hospital was 
formally opened on August 10 by the Hon. Ivan Schultz, 
acting Premier of Manitoba. 


The Pas is experiencing an epidemic of poliomyelitis. 
There have been 14 cases at the time of writing, with 
two deaths. 


Dr. Clair F. Benoit has opened an office at River 
Avenue Medical Building, Winnipeg, for the practice 
of ophthalmology and ophthalmic surgery. Dr.‘ Thomas 
Milroy has opened an office at 100, Osborne Medical 
Building, Winnipeg, for the practice of obstetrics and 
gynecology. 


Professor D. W. Penner has returned from the Fifth 
International Cancer Congress at Sao Paulo, Brazil, at 
which he was one of four Canadian delegates. 


Dr. Noel R. Rawson retired recently as medical direc- 
tor of the St. James-St. Vital health unit after eight years’ 
service. Born in Yorkshire, he graduated from the London 
Hospital medical school in 1911, served as_ battalion 
M.O. in the first World War, and came to Canada in 
1929. After two years’ practice in Melita he joined the 
department of health and welfare. Service included years 
spent at Chesterfield Inlet during which he was flown to 
Baffin Island in 1945 to curb an epidemic of typhoid 
fever at Cape Dorset, an exploit which won for him from 
the Crown the OBE and from the Eskimos the name 
“Ishauruk”, the little doctor. 


Dr. and Mrs. C. W. Burns and Dr. and Mrs. K. R. 
Trueman left Winnipeg on August 14 for Rome were 
Dr. Burns and Dr. Trueman will attend the meetings of 
the World Medical Association, to which Dr. Burns has 
been appointed a delegate by the Canadian Medical 
Association. 
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Dr. H. S. Sharpe of Brandon is one of the seven 
Manitobans who will attend a ceremony in Ottawa 
where they will be honoured by the Priory of Canada 
of the Order of St. John of Jerusalem. Dr. Sharpe will 
be invested as a serving brother. Ross MITCHELL 


NEW BRUNSWICK 


Summer is a poor time for news. It is sometimes 
called the silly season, but since fiction must be avoided 
in this department of the Journal, we have only to 
report that preparations are now complete for the Annual 
Meeting of the New Brunswick Medical Society, founded 
in 1880. The doctors in our province are looking forward 
to the privilege of welcoming our distinguished visitors 
headed by the President of the C.M.A., Dr. G. F. 
Strong. He will be accompanied by Dr. Alec M. Agnew, 
Professor of Obstetrics and Dr. J. F. McCreary, Pro- 
fessor of Pediatrics, both of the University of British 
Columbia. These gentlemen are to be congratulated on 
their courage and wisdom on travelling East. 

Dr. Phillip E. Meltzer of Boston, Mass., U.S.A., is the 
fourth guest speaker in the programme. Dr. A. D. Kelly, 
the general secretary of the C.M.A., will be welcomed 
as an old friend of the Maritimes. A. S. KirKLAND 


NOVA SCOTIA 


At the Convention of the Federation of Medical 
Women of Canada held in Vancouver during June, three 
Nova Scotia women doctors were awarded life member- 
ships. Honoured were Dr. Jemima MacKenzie of Pictou, 
Dr. Grace E. B. Rice and Dr. Jane Heartz-Bell, both of 
Halifax. The life memberships are the first awarded by 
the Federation since it was organized in 1924 as an 
affiliate of the British Federation of Medical Women. 


Dr. J. D. Gray has recently been appointed pathologist 
at the Halifax Infirmary, replacing the late Dr. Victor 
McKay. Dr. Gray is a native of Ontario and graduated 
from McGill University, M.D., C.M., in 1932. He in- 
terned at the Montreal General Hospital and from there 
went to England where he spent the next 20 years and 
where all his postgraduate work was done. Dr. Gray 
was in the R.A.F. during the war and was later path- 
ologist with the Kings College Group in London for 10 
years before returning to Canada. 


Dr. A. M. MacPherson of Kentville is now doing post- 
graduate work in radiology at the Victoria General Hos- 
ital, Halifax. He has been practising in Kentville for the 
ast-four years, and was Secretary-Treasurer of the Valley 
Medical Society. 


Dr. ‘Harold E. H. Taylor, formerly Assistant Professor 
of Pathology at Dalhousie University, has recently been 
appointed Professor of Pathology at the University of 
British Columbia in Vancouver. 


An outstanding Nova Scotian woman doctor, Dr. Eliza 
Perley Brison, of Upper Rawdon, Hants County, who 
despite a serious physical handicap went on to become 
an authority in the field of mental health, has been 
awarded the Coronation Medal by the Queen. Dr. Brison 
served for 22 years with the Department of Health and 
Welfare before her retirement two years ago. Since that 
time she has devoted much of her attention to the home 
for girls at Cloverdale, N.B., of which she is assistant 
superintendent. 


Surg. Cdr. R. F. Hand and family of Halifax left in the 
middle of June for New Orleans, where Dr. Hand will 
do a year’s postgraduate work in eye surgery at the 
Tulane University of Louisiana. 
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Dr. W. I. Morse of Halifax, who graduated from 
Dalhousie Medical School in 1945, has been awarded 
an extension of the travelling and research fellowship 7 
the R. Samuel McLaughlin Foundation. Dr. Morse will 
study metabolic diseases at the Peter Bent Brigham 
Hospital in Boston. 


The Hon. Paul Martin, Federal Health Minister, has 
announced that Nova Scotia’s plan for improved maternal 
and newborn infant care is to be assisted by a Federal 
grant of $9,257 under terms of the Child and Maternal 
Health Grant in the National Health Programme. The 
grant will contribute to the provision of special case- 
room and nursery equipment for the hospitals in Nova 
Scotia. 


Research grants totalling more than $35,000 have 
recently been made to members of the Medical Science 
Departments of Dalhousie University from the National 
Research Council in Ottawa. Eleven separate research 
projects on many aspects of medical science are receiv- 
ing financial support from this source. 


Dr. V. D. Schaffner, Dr. J. J. Quinlan and Mrs. Quin- 
lan (Dr. Helen Holden) of Kentville attended the annual 
meeting of the American Association of Thoracic Sur- 
geons held in Montreal in May. Following the meeting 
Dr. and Mrs. Quinlan left for Philadelphia where they 
took postgraduate courses. C. M. Hartow 


QUEBEC 


The University of Montreal and McGill University 
were hosts last week to some one thousand ophthal- 
mologists from 50 countries who attended the first part 
of the 17th International Congress of Ophthalmology, to 
be followed by the second part of this Congress in New 
York from September 12 to 17. The opening ceremony 
was held at the University of Montreal with Dr. Bernard 
Samuels of New York, president of the Congress, pre- 
siding. The official opening was made by the Hon. Paul 
Martin, Minister of National Health and Welfare, while 
Dr. Mark R. Marshall of Edmonton, president of the 
Canadian Ophthalmological Society, welcomed the 
delegates. 

A special feature of the Congress was the presenta- 
tion of the Gonin Medal—an international award given 
every four years for outstanding merit in the field—to 
Sir Stewart Duke-Elder of London, England. The 
scientific sessions were interesting, quite varied and well 
attended. A suggestion that retrolental fibroplasia, now 
the most frequent cause of blindness in pre-school chil- 
dren, may soon almost disappear, emerged from a panel 
discussion under the chairmanship of Dr. John Locke of 
Montreal. 


Dr. A. E. MacDonald of Toronto reported on the 
second national survey of causes of blindness in Canada. 
Senile cataract topped the list, followed by hereditary 
causes, optic atrophy, retina diseases, glaucoma an 
shortsightedness.. The survey further showed 20,596 
blind today in a population of 15 million, compared with 
12,650 blind in a population of 12,119,000 in the first 
survey in 1946. 

Dr. M. A. Dollfus of Paris reported that in a study of 
1,300 diabetic patients more than half of them had eye 
trouble. Drs. O. Hupsel and H. Henkes of Holland 
showed that a new synthetic drug called PCC (phos- 
a chloride) may prove valuable in treating 

ypotonia resulting from eye injuries or eye operations. 
Dr. T. I. Yeroshevsky of Russia reported on a study of 
7,500 corneal transplants done in the U.S.S.R. which 
produced successful results in 75 to 90% of properly 
selected cases. About 45% of glaucoma patients treated 
in Soviet clinics had high blood pressure, according ‘to 
Dr. P. E. Tikhomirov of Leningrad. He urged that 
greater attention be paid to this factor. 
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While scientific sessions were being held, an active 
programme was arranged for the visiting wives by the 
Ladies’ Committee, headed by Mrs. Jules Brault and 
Mrs. Kenneth Johnston. This included sightseeing tours 
and visits to the Montreal Museum of Fine Arts, the 
Botanical Garden and the Chateau de Ramezay. 

A. H. NEuFELD 


SASKATCHEWAN ; 


Three hospital construction 
$29,100.00 have been approved by the Saskatchewan 
Department of Public Health. A grant of $5,000.00 
will assist the Uranium City Hospital in the renovation 
of an existing building to be used as a seven bed hos- 
pital. The new hospital costing $45,000.00 will have 
— and maternity service areas, examining room, 
and the usual supporting service areas, such as dietary 
and gy 4 A grant of $21,000.00 is being made to 
assist the Shellbrook Union Hospital Board construct an 
extension to its present hospital. This extension will be 
a single storey building of reinforced concrete slab con- 
struction with brick and tile finish at an estimated cost 
of $158,444.00. The number of hospital beds will be 
increased from 14 to 22. This extension will give the 
residents of Shellbrook and district markedly improved 
hospital facilities. The existing hospital unit will be con- 
verted into a staff residence. A third grant of $3,000.00 
will assist the Spiritwood Union Hospital Board to con- 
struct a single storey frame and stucco extension to its 
hospital. This project, to cost approximately $40,000.00, 
will improve the essential service areas of the hospital, 
including surgery, maternity care, nursery, and radiology. 

Matching amounts will be requested in each of the 
above instances from the Federal Government under the 
National Health Grants programme. 


rants amounting to 


Saskatchewan’s reported highway accidents were down 
for the sixth consecutive month during April according 
to a report released recently by the Highway Traffic 
Board. 


- 

The Saskatchewan Department of Public Health has 
again established three bursaries of approximately 
$1,500.00 each which will provide assistance to persons 
who may wish to take a three year combined course in 
physical and occupational therapy or a one year post- 
graduate course in phyical therapy. The bursaries pro- 
vide for tuition, living allowance of $125.00 per month, 
travelling expense to and from a university, and an al- 
lowance for books up to $25.00. As a condition of 
receiving bursaries, applicants must agree to employ- 
ment in Saskatchewan on the basis of one year for each 
year of undergraduate assistance received, and two years 
for each year of postgraduate assistance. 


Medical men who are interested in fishing might be 
well advised to refer to an article by E. A. Bauer in the 
June issue of Outdoor Life, a leading American outdoor 
magazine, in which Mr. Bauer described his latest fish- 
ing adventure in Northern Saskatchewan. This is the 
second article by Mr. Bauer on Saskatchewan’s angling 
attractions to appear in an American magazine. 


In accordance with the practice of the Department of 
Natural Resources of oh src mao of honouring the 
memory of various Saskatchewan people, the name_ of 
an esteemed pioneer Doctor of the Ile-a-la-Crosse dis- 
trict was honoured by the naming of Lavoie Bay after 
Doctor Philip E. Lavoie who died this year. Dr. Lavoie 
served Northern Saskatchewan settlers, Indians’ and 
Metis for forty-one years, travelling over extensive areas 
by canoe, dog sled, team, and sleigh and later by speed 
boats, snowmobile and airplane. He was highly regarded 
by the Northern settlers, fishermen and trappers as a 
friend and counsellor, as well as a physician. 
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DEXAMYL* 
SPANSULE' 





‘Dexamyl’ is now available in ‘Spansule’ sustained release capsules 
for the continuous and sustained mood-ameliorating effect 
of “‘Dexamyl’ over a prolonged period of time 


In two dosage strengths: 


No. 1—Dexedrine* (dextro-amphetamine sulfate, S.K.F.), 
10 mg., and amobarbital, 1 gr. 


No. 2—‘Dexedrine’ (dextro-amphetamine sulfate, S.K.F.), 





15 mg., and amobarbital, 1!/, gr. 


Both dosage strengths are designed to have the same 
duration of effect. The difference is in the intensity 

of effect. To determine optimal dosage for an individual, 
begin with one ‘Dexamyl’ Spansule (No. 2) capsule daily 
—taken on arising or at breakfast. Response to this 


dosage will be the best guide to subsequent administration. 


made only by 
SMITH KLINE & FRENCH e Montreal 9 


the originators of sustained release oral medication 


*‘Dexaimyl’ is also available in Tablet form: ‘Dexedrine’ 
(dextro-amphetamine sulfate, S.K.F.), 5 mg., and amobarbital, '/2 gr. 


*Reg. Can. T.M. Off. \ 
tReg. Can. T.M. Off. for S.K.F.’s brand of sustained release capsules 
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Saskatchewan has requested 100,000 doses of the Salk- 
type poliomyelitis vaccine for use in the province next 
year. This vaccine will be used to immunize over 30,000 
children, and it is expected that it will be available to 
the province by January 1955. The Federal Government 
has been asked to share the cost of the vaccine under 
the National Health Grants programme. 


The Saskatchewan Department of Public Health has 
completed a blood serological survey in three areas of 
the Province. This survey, the first of its kind in Saskat- 
chewan, was carried out in Regina, Moose Jaw, and 
Radville in co-operation with the Federal Laboratory of 
Hygiene in Ottawa, in an effort to find out more about 
the spread of the three different types of poliomyelitis 
virus and the vitus of encephalitis. Field work for the 
survey was carried out in collaboration with the City of 
Regina Health Department, and the Moose Jaw and 
Weyburn Health Regions. Public Health Nurses were 
specially employed in this survey to visit homes and to 
arrange for the taking of blood samples. It is hoped 
that the result of this survey may throw light on the 
knowledge of these virus diseases, so that more effective 
control measures can be carried out. 


The official opening of the Melfort Nursing Home 
for the aged took place on August 25, Premier T. C. 
Douglas being the main speaker. This 153 bed home is 
a completely modern, single storey, dark grey construc- 
tion of brick and tile. It has five wings, nd of which 
are living quarters for the guests, and the fifth housing 
a common dining room aa recreation room. 


Mr. E. G. Hingley, Regina, who has been active in 
the tuberculosis movement of the Province of Saskat- 
chewan for 35 years, was re-elected President of the 
Saskatchewan Tuberculosis League by the Board of 
Directors following the annual meeting at Fort San on 
July 30. Mr. J. G. Knox, Moose Jaw, who has served 
on the Board continuously since 1933, was re-elected 
Vice-President. 372 new cases of tuberculosis. were dis- 
covered by various means in 1953. Dr. John Orr when 
commenting on this stated that, “Looking at the situa- 
tion as a whole one can’t help but feel that eradication 
is not just an idle dream”; continuing, Dr. Orr stated, 
“Results are not all good but on the whole they are 
excellent. One gets the impression that if similar progress 
is made in the future, the number of cases that will be 
found five years from now will be in the neighbourhood 
of 200, rather than the 1953 figure.” 


For the first time since it began operations, eight and 
a half years ago, the Swift Current Health Region has a 
surplus of $48,865.00 this year. One of the greatest con- 
tributing factors to this surplus was a total of $100,915.00 
in Saskatchewan Government grants. 


The Honourable T. J. Bentley, Minister of Public 
Health, when addressing the Annual Health Region ban- 
quet at Gull Lake recently congratulated the Region 
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Presidents for the services they had provided their areas 
of the province. Mr. Bentley pointed out that there would 
be many challenges facing this area in the future. One 
of these, he said, was hospital regionalization. By this he 
meant that a grouping of a number of hospitals in one 
region would provide greater services for all at less cost 
in building, purchasing of supplies and the obtaining of 
certain special services for regional areas. 


Plans for the Annual Convention of the College of 
Physicians and Surgeons of Saskatchewan are promanes 
favourably. This year’s meeting will be held in Saska- 
toon with the Convention headquarters located at the 
Bessborough Hotel. Among the speakers will be Drs. G. 
C. F. Rebinson, and G. C. Johinson of Vancouver, with 
Dr. G. F. Strong giving the Presidential address as well 
as a clinical paper. Dr. A. F. W. Peart of the Canadian 
Medical Association, President W. P. Thompson of the 
University of Saskatchewan, and Mr. G. H. Yule will 
speak at the noon luncheons. In addition to the above 
the following newly appointed members of the University 
of Saskatchewan College of Medicine, will participate: 
Dr. E. M. Nanson, Professor of Surgery, Dr. A. B. 
Brown, Professor of Obstetrics and Gynecology, Dr. E. 
W. Spencer, Professor of Radiology, Dr. D. G. McKer- 
racher, Professor of Psychiatry, Dr. I. M. Hilliard, Pro- 
fessor of Medicine, Dr. G. M. Wyant, Professor of 
Aneesthesia, and Dr. A. A. Bailey, Assistant Professor of 
Medicine (Neurology). 

A round table 1 on Arteriosclerosis will be 
participated in by Drs. D. F. Moore, I. M. Hilliard, 
R. Altschul, M. G. Israels, L. Horlick, and E. M. Nanson. 
On the final day, October 8, there will be a presentation 
and discussion of cases primarily of interest to the gen- 
eral practitioner. This will be held at the Saskatoon City 
Hospital on Queen Street. The afternoon will be devoted 
to the competition for the golf cup presently held by 
Dr. J. W. Fayerman of Ituna. G. W. Peacock 


NEWS OF THE MEDICAL 
SERVICES 


Canadian Armed Forces 


Wing Commander W. J. Young has completed a one 
year course at the R.A.F. Institute of Aviation Medicine, 
Farnborough, and has been transferred to the staff of 
Director of Medical Services (Air) at A.F.H.Q. to take 
up his new duties in relation to medical planning. 


Wing Commander R. H. Lowry, R.C.A.F. Medical 
Liaison Officer at Canadian Joint Staff, Washington, is 
attending a four month course in Aviation Medicine at 
the National Medical Centre, Bethesda, Md. 


Squadron Leader A. M. Beach—Senior Medical Officer 
at the R.C.A.F. No. 2 Fighter Wing, Gros Tenquin, 
France for the past two years—has returned to Canada 
for postgraduate training in psychiatry. 
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NEWS AND NOTES 


SYMPOSIUM ON TUBERCULOSIS 


The Symposium on Tuberculosis in the British Medical 
Bulletin (10: No. 2, 1954) is a balanced review of 
epidemiology, detection, treatment and _ experimental 
work in the field of tuberculosis. As treatment becomes 
more effective, emphasis is rightly shifting to the detec- 
tion of this disease in a community. The problems in- 
volved are well discussed by B. R. Clarke and A. L. 
Cochrane. The latter author reviews the place of mass 
miniature radiography, and puts forward suggestions 
how it can best be utilized in the study of the epidemi- 
ology of tuberculosis. Early diagnosis is as important 
as ever in this disease, especially in tuberculous menin- 
gitis, as H. V. Smith and R. L. Vollum stress in their 
contribution. As in other infectious diseases, the key to 
lasting control lies in active immunization against it. 
Hence the great practical interest in the work of A. Q. 
Wells and J. A. H. Wylie on the rationale and technique 
of the vole bacillus vaccination against tuberculosis. The 
results of their trials show that the vole bacillus vaccina- 
tion gives rise to a higher and more lasting tuberculin 
sensitivity than B.C.G. 

The contribution by J. G. Scadding on the clinical use 
of antibacterial drugs in pulmonary tuberculosis is an 
invaluable guide to the practitioner. He stresses the 
problem of drug resistance, which is also discussed by 
D. A. Mitchison, and shows that by a wise choice ot 
drugs in the individual case, this danger can be mini- 
mized. Scadding’s article underlines the outstanding 
contribution of controlled trials in assessing the value 
of drugs in tuberculosis. W. Fox takes us behind the 
scenes so to speak, and indicates how clear cut informa- 
tion of value was given in a short space of time by the 
Medical Research Council trials. He contrasts the wealth 
of information obtained by these trials on isoniazid in 18 
months, with the conflicting and unestablished opinion 
expressed over 15 years concerning the value of gold 
therapy. 

With the advances in surgery and chemotherapy that 
have revolutionized the treatment of tuberculosis, there 
may be a danger of discarding older valuable therapeutic 
measures. A. F,. Foster-Carter has assembled with great 
care a series to show the effectiveness, before antibacterial 
drugs in tuberculosis were available, of the long’ term 
results of artificial pneumothorax. He makes a plea 
that this form of therapy be integrated into the new 
schemes of treatment. The surgical aspects of pulmonary 
tuberculosis are discussed by H. R. S. Harley, and M. C. 
Wilkinson reviews the changes in treatment brought 
about by chemotherapy in bone and joint tuberculosis. 

The practitioner will find this symposium valuable in 
keeping abreast of progress in this fast developing field. 


THE MEDICAL SIDE OF PENSIONS 


A gerontological clinic, the first of its kind in Sweden, 
has recently been opened at the Southern Hospital in 
Stockholm. Intended for both therapy and research into 
the problem of aging it will have beds for 180 in- 
patients when built out to full capacity. 

A large-scale research project, in the field of social 
medicine, will be an investigation into the mental and 
physical reactions of people reaching pension age, a 
much-discussed problem of late. It is planned to select 
two groups of men and women nearing pension age, 
comprising about a thousand people each. The persons 
in one of the groups are to be induced to go on working 
at their old jobs. Comparisons will then be made be- 
tween the two categories as to mortality rate, diseases, 
family relations, their general attitude, etc. It is not 
improbable that the results of these investigations may 
call for a reconsideration of the present pension system. 


(Continued on page 73 of the advertising section) . 
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THE PHYSIOPATHOLOGY OF CANCER 


Edited by F. Homburger, Research Professor 
of Medicine, and W. H. Fishman, Research 
Professor of Biochemistry, Tufts College Medi- 
cal School. 1031 pp. illust. $18.00. Paul B. 
Hoeber, Inc., New York, 1953. r 


As the editors point out in their preface, “The purpose 
of this book is to bring together in one volume the 
present-day knowledge in all the active fields of cancer 
research.” This aim has been remarkably well accom- 
plished. Such an extensive monograph naturally does not 
lend itself to a complete assessment in the form of a 
book review. Suffice it to point out that individual 
sections have been written by highly competent spe- 
cialists in their respective fields. The list of authors 
speaks for itself and there can be no doubt about the 
great value of the book as a co-ordinator of knowledge 
concerning cancer research and a stimulator of investiga- 


tion in this field. 


One minor flaw (in the reviewer’s opinion) is the rela- 
tive scarcity of illustrations. In a subject in which 
morphology plays such a prominent role, many more than 
152 figures could have been used to illustrate the more 
than 1,000 pages of text, and it should be pointed out 
that even many of these are not strictly “illustrations,” 
as the average reader would understand them. For in- 
stance, on page 882, the three terms “purine desoxyri- 
bosides,” “thymidine,” and “citrovorum factor,” con- 
nected with two arrows, are designated as “Fig. 135” 
and supplied with a special legend. However, this is only 
a minor disadvantage and, in any event, it would be dis- 
turbing only to those with a predominantly morphological 
interest. 


There can be no doubt that this is an indispensable 
source of information to all those interested in cancer 
research and that the volume can be highly recom- 
mended. 


ULCERATIVE COLITIS AND ITS 
SURGICAL TREATMENT 


B. N. Brooke, Reader in Surgery, University of 
Birmingham, Examiner in Surgery, University 
of Birmingham. 147 pp. illust. $6.35. E. &. S. 
Livingstone Ltd., Edinburgh and London, The 
ye Company of Canada Ltd., Toronto 
2, 1954. 


This is an excellent monograph on a subject which is 
of great interest to the internist and surgeon alike. It is 
also very timely, inasmuch as it is only during the last 
very few years that surgery has offered some hope to 
the sufferers of this most disabling disease. The author 
points out that there are two forms of non-specific diar- 
rhoea which should not be included under chronic 
ulcerative colitis. The so-called “right-sided” ulcerative 
colitis involves the right side of the colon as well as the 
terminal ileum. It is important to differentiate this as 
ileostomy is very detrimental to the patient with ileo- 
colitis. The other entity is procto-sigmoiditis, which is 
initially confined to the rectum or rectum and lower 
sigmoid. Constipation is the predominant feature, though 
the patient complains of the opposite. The equivocation 
arises from the fact that during the day numerous stools 
of blood and pus are passed, together with a few hard 
scybala. 


The indications for surgical intervention are fairly 
conservative. However, surgery should not be withheld 
from many of the sufferers of the chronic form, particu- 
larly when complications are present. The routine surgi- 
cal programme for ulcerative colitis has been reduced to 
two stages, namely primary colectomy, followed by ex- 
cision of the remaining colon and rectum or ileostomy 
followed by pan-procto-colectomy. The hazards of cancer 
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have been shown to increase with the number of years 
that the patient has been afflicted with the malady. 
Impotency rarely follows excision of the rectum in the 
young male patients. 

There are many good x-ray reproductions, black and 
white and colour photographs of surgical specimens and 
patients to add further interest to the book. 

This book will be of considerable interest to the 
surgeon and also offers hope to the patient who may be 
faced with the problem of accepting an ileostomy. 


PERIMETRY 
J. Zuckerman, Fellow of the American 
Academy of Ophthalmology and Otolaryn- 


gology; Diplomate in Ophthalmology; Instructor 
in Ophthalmology, New York University Post- 
graduate Medical School. 391 pp. illust. $10.00. 
J. B. Lippincott Company, Montreal, 1954. 


The author of this careful and comprehensive treatise 
deals with his subject in a much wider way than that 
indicated by his title. Strictly speaking “perimetry” 
refers to the methods used in the study of the visual 
fields. Here, the author not only discusses the great 
variety of these methods in some detail, but also deals 
fully with the anatomy and physiology of the visual 
pathway, and with the diagnostic features of defects in 
the visual fields. The general handling of the material is 
somewhat uninspired, yet it is a workmanlike book. 
Perimetry is a rather dry subject. Perhaps it is too much 
to expect an inspired approach from anyone. Hence, 
this is not an important criticism. In any case, it is 
more a matter of literary style than content. The author 
supplies a bibliography at the back of his book which, 
while far from encyclopedic, yet should give the 
student a good start for wider reading. It can be said 
fairly that this is an excellent work and will be par- 
ticularly valuable to the postgraduate student in ophthal- 
mology and neurology. 


Again available! 
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RESUSCITATION OF THE NEWBORN 


J. D. Russ, Assistant Professor of Pzdiatrics, 
Tulane University School of Medicine, Senior 
Pediatrician Touro Infirmary, New Orleans, 
Louisiana. 55 pp. illust. $2.75. Charles C. 
Thomas, Springfield, Ill.; The Ryerson Press, 
Toronto, 1958. 


The causation and classification of cases of neonatal 
asphyxia are considered in this monograph, in which it 
is pointed out that the risk of producing asphyxia is 
greatest with version and extraction, followed by high 
forceps, mid forceps, breech delivery, Caesarean section, 
low forceps, spontaneous delivery, and outlet forceps with 
episiotomy in that order. Intratracheal aspiration and 
oxygen administration for 12 to 18 hours should be 
routine after Caesarean section, according to the author, 
who has lowered the post-Cesarean death rate to 2% 
(overall average 9%) by routine resuscitation. 

Analgesics are not considered a major cause of neo- 
natal asphyxia, though Nembutal can produce severe 
cyanosis persisting for 12 to 24 hours, and ansesthetics 
if used intelligently seldom cause trouble save as an 
adjunct to other factors. 


A list of warning signs that resuscitation may be 
needed is given, and the four cardinal. principles of 
treatment are discussed. They are: (1) immediate pro- 
vision of warmth» (2) a minimum of handling (3) 
maintenance of a clear airway (4) oxygenation of the 
blood stream within 30 seconds of severing the cord. 
The use of tracheal aspiration to clear the airway is 
described, and a routine procedure of resuscitation is 
set out. 

Finally, a timely plea is made for training in resuscita- 
tion, particularly of interns and residents in the field of 
peediatrics, obstetrics and anzesthesia. The latter would do 
well to begin by reading this little monograph. 
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Three of the leading 
British Books on the 
Ear, Nose and Throat 


METHODS OF EXAMINATION IN EAR, 
NOSE and THROAT 


By W. G. Scott-Brown, C.V.O., M.D., B.Ch., 
F.R.C.S., Ear, Nose and Throat Surgeon, Royal 
Free Hospital, London. A practical up-to-date guide 
to the most efficient way of examining a patient’s nose, 
throat and ear by one of the leading specialists on the 
subject in Great Britain. General practitioners, pedia- 
tricians and those engaged in postgraduate work, will 
welcome this new book with its minute instructions in 
the methods of physical examination of this difficult 
region. Particular attention is paid to the complications 
involved in examining such areas as the larynx and the 
problems which may arise. 


100 pages, 94 illustrations. 


MODERN TRENDS IN EAR, NOSE, AND 
THROAT 


Edited by Maxwell Ellis, M.D., M.S., F.R.C.S., 
Surgeon to the Royal National Throat, Nose and 
Ear Hospital, London, Ear, Nose and Throat 
Surgeon to the Central Middlesex Hospital, 
London. Important and advancing subjects in the 
realm of ear, nose and throat work are presented in this 
new work. Not only is recent progress in the more 
obscure conditions fully covered, but the book also 
deals with the most modern views on simple conditions, 
such as nasal catarrh, nasal infections and sinusitis. 
Advances in hearing aids and hearing tests are des- 
cribed, and there are sections on the somewhat neglected 
subject of physiotherapy in ear, nose and throat condi- 
tions and on the importance of upper respiratory tract 
infections in children. Surgical conditions are discussed 
where surgical technique has undergone significant 
modifications during the past few years, as in cancer 
of the larynx and cancer of the pharynx. 


355 pages, 50 illustrations. $13 delivered. 


DISEASES OF THE EAR, NOSE AND 
THROAT 
Edited by W. G. Scott-Brown, C.V.O., M.D., 


B.Ch., F.R.C.S. Ear, Nose and Throat Surgeon, 
Royal Free Hospital, London. 


$3.75 delivered. 


‘In two magnificent volumes, Dr. W. G. Scott-Brown has 
set a splendid standard by this new and complete work... 
a thorough and authoritative survey of all the recent 
advances, and a symposium which has the unusual 
advantage of being well-balanced.’’ The Medical Officer. 


“. . will hold its leading place for many years. It will 
serve as a reference work for experts and should be in the 
hands of those reading for the higher examinations.” 


British Medical Journal. 


In 2 volumes. Vol. 1. 756 pages, 338 illustrations, 19 
colour plates. Vol. 2. 639 pages, 260 illustrations, 8 
colour plates. $33.50 delivered. 


Ask for a copy to be sent 
on approval 
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THE ECZEMAS 


Edited by L. J. A. Loewenthal, Lecturer in 
Dermatology, University of Witwatersrand; 
Dermatologist, General Hospital, Johannesburg. 
267 pp. illust. $6.00. E. & S. Livingstone, Ltd., 
Edinburgh; The Macmillan Company _ of 
Canada Limited, Toronto, 1954. 


The eczemas are among the most common afflictions of 
mankind and like the common cold they are little under- 
stood. In our ignorance we do not spend enough time in 
teaching about them, and while much has been written 
on the subject it is somewhat confusing and all too fre- 
quently passed by. This timely symposium does much 
to clarify our knowledge of this group of dermatoses. 


The contributors have been carefully chosen not only 
because of their interest and contributions to the sub- 
ject but also for their ability to express themselves ably. 
The various types of eruptions which show an eczematous 
type of response are dealt with and much of the experi- 
mental work is presented. 

Much space is spent on the diagnosis and manage- 
ment of these troublesome eruptions. The various points 
are well illustrated by excellent photographs. The 
psychogenic causation and management is discussed in 
its proper perspective without undue emphasis, which 
is rare in this day and age. This reviewer thoroughly 
enjoyed this volume. It is an example of writing which is 
easy to read and which one will want to re-read slowly 
from time to time. It is a must for 4ll postgraduate 
students in dermatology, every dermatologist, and 


many others who have been intrigued by the enigma of 
the eczernas. 


COLD INJURY 


Edited by M. I. Ferrer, Assistant Professor of 
Clinical Medicine, Columbia University College 
of Physicians and Surgeons, New York. 242 pp. 
illust. $4.00. Josiah Macy, Jr. Foundation, New 
York, 1954. 


Cold injury is mainly a military problem. In the ex- 
perience of the average doctor it occurs sporadically if 
at all, and this volume has more significance for the 
medical men in our armed forces than it has for the 
main body of practitioners. It will be most valuable to 
the physiologists and other human biologists who are 
working in the field. 


The volume opens with an intriguing discussion of 
the epidemiology of frostbite as it occurred in United 
Nations troops in Korea. There are indications that race, 
negro as opposed to white, and previous environment, 
northern as opposed to southern states, are factors which 
have a bearing on the incidence of frostbite. On the 
other hand there was no greater incidence among the 
young men who had come from the cities than there was 
among those who had come from rural areas. These 
and other observations which are set forth with clarity 
taise more problems than they settle, but that of course 
is a function of the Macy Conferences. This conference 
also gave Professor L. P. Dugal, Laval University, Que- 
bec, an adequate opportunity to present an exposition of 
his views concerning the role of ascorbic acid in cold 
acclimatization and cold resistance which he has de- 
veloped during the years of experiments with animals. 
His work richly deserves the complementary human 
experimentation it is now beginning to receive. The 
third major contribution was from Dr. Jack Adams-Ray, 
Stockholm, Sweden, and dealt with some of the more 
intimate physiological mechanisms involved during cold 
exposure. It is grist for the mills of the physiologists. 

All sections are enlivened by the comments of the 
other members of the conference and the value of the 
whole is enhanced by a reasonable index. 
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Books Received 


Books are acknowledged as received, but in some 
cases reviews will also be made in later issues. 


Expert Committee on Rheumatic Diseases. First Report. 25 
pp. $0.25. World Health Organization, Geneva; The Ryerson 
Press, Toronto, 1954. 


The Mentally Subnormal Child. 46 pp. $0.25. World Health 
Organization, Geneva; The Ryerson Press, Toronto, 1954, 


Treponematoses, T. Guthe, Chief, Venereal Disease and 
freponematoses Section, World Health Organization; R. ; 
Willcox, Physician-in-charge, Venereal Disease Department, 
King Edward VII Hospital, Windsor. World Health Organiza- 
tion, Geneva, 1954. 


Smallpox Vaccination. A Survey of Recent Legislation. 262 
Pe 3/6d. $0.50. Sw. fr. 2. World Health Organization, Geneva, 
1954, 


Grentz Ray Therapy. G. Bucky, Clinical Professor of Derma- 
tology Emeritus, New York University; F. C. Combes, Pro- 
fessor of Dermatology and Syphilology, New York University 
Postgraduate Medical School, 203 pp. Illust, $8.50. Springer 
Publishing Company, Inc., New York 10, 1954. 


The Biochemistry of Clinical Medicine. W. S. Hoffman, Pro- 
fessorial Lecturer in Medicine, University of Illinois College 
of Medicine, and Former Director of Biochemistry, The Hektoen 
Institute for Medical Research of the Cook County Hospital. 
681 pp. Ilust. The Year Book Publishers, Inc., 200 East Illinois 
Street, Chicago, 1954. 


Uitrasonic and Ultrashort Waves in Medicine. J. M. Van 
Went, Director Institute for Physical Medicine and Rheumatism, 
Amsterdam. 384 pp. Illust. $9.00. Elsevier Publishing Company, 
Houston 6, Texas, 1954, 


_First International Conference of National Committees on 
Vital and Health Statistics. 27 pp. $0.25. World Health Organi- 
zation, Geneva, 1954. 


Expert Committee on Biological Standardization. Seventh 
Report. 22 pp. $0.25. World Health Organization, Geneva, 1954. 


Beyond the Germ Theory. I. Galdston, Editor. 182 pp. Illust. 
$4.00. Health Education Council, New York, 1954. 


Seventy-five Years of Medical Progress 1878-1953. Edited by 
L, H. Bauer, Secretary-General, The World Medical Association; 
Past President, The American Medical Association. 286 pp. 
illust. $4.00. Lea & Febiger, Philadelphia; The Macmillan Com- 
pany of Canada Limited, Toronto 2, 1954. 


Clinical Chemistry in Practical Medicine. C. P. Stewart, 
Reader in Clinical Chemistry, University of Edinburgh, and D. 
M. Dunlop, Christian Professor of Therapeutics and Clinical 
Medicine, University of Edinburgh. 320 pp. Illust. 4th Ed. $3.60. 
EK. & S. Livingstone Ltd., Edinburgh and London; The Mac- 
millan Company of Canada Limited, Toronto 2, 1954. 


Spinal Epidural Analgesia. P. R. Bromage, Consultant Anzes- 
thetist, Chichester Hospitals Group. 123 pp. Illust. $2.50. E. & 
S. Livingstone Ltd., Edinburgh and London; The Macmillan 
Company of Canada Limited, Toronto 2, 1954. 


Aphasia Therapeutics. M. C. Longerich, and J. Bordeaux. 
185 pp. $3.'75. The Macmillan Company, New York and Toronto, 
1954, 


Methodology of Planning an Integrated Health Programme for 
Rural Areas. Second Report. 46 pp. $0.25. World Health Organi- 
zation, Geneva, 1954. 


Symposium on Human Factors in Equipment Design. Edited 
by W. F. Floyd, The Middlesex Hospital Medical School, London; 
and A, T. Welford, The Psychological Laboratory, Cambridge. 
132 pp. Ilust. 21/- net. H. K. Lewis & Co., Ltd., 136 Gower 
Street, London, W.C.1., 1954. 


Physiology and Biochemistry of the Skin. S. Rothman, Pro- 
fessor of Dermatology, University of Chicago. 741 pp. Illust. 
$19.50. The University of Chicago Press, Chicago 37; University 
of Toronto Press, Toronto, 1954. 


Clinical Interpretations of Laboratory Procedures. RCAF 
Manual for Medical Officers. Vol. 2. 103 pp. Department of 
National Defence, Ottawa, Ontario, 1954. 


Secial Science in Medicine. L. W. Simmons, Professor of 
Sociology, Yale University; H. G. Wolff, Professor of Medicine 
(Neurology), Cornell University Medical College. 254 pp. $3.50. 
Russell Sage Foundation, New York, 1954. 


Donovanosis. R. V. Rajam, Director, Venereal Diseases De- 
partment, Government General Hospital, Madras; P. N. 
Rangiah, Associate Professor of Venereal Diseases, Madras Medi- 
cal College, Madras. 72 pp. Illust. $1.50. World Health Organi- 
zation, Geneva, 1954. 


Refresher Course for General Practitioners. Specially com- 
missioned articles from the British Medical Journal. 2nd Collec- 
tion. 570 pp. Illust. 25/-. British Medical Association, London, 
W.C.1., 1954. t 


A Methodological, Psychiatric and Statistical Study of a Large 
Swedish Rural Population. T. Larsson and T. Sjogren, Depart- 
ment of Psychiatry, Karolinska Institutet Medical School, Uni- 
versity of Stockholm, Stockholm. 250 pp. Illust. Ejnar Munks- 
gaard, Norregade 6, Copenhagen, 1954. 


(Continued on page 92) 
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ANATOMY OF 
THE HUMAN BODY 


By Henry Gray, F.R.S. Edited by Charles M. Goss, 
M.D., Professor of Anatomy, Louisiana State 
University School of Medicine, New Orleans. 


1480 pages, 1202 illustrations, mostly in 
colour. 26th Edition. 1954. $16.00. 


Notable features included in the revision of this 
classic text are: 


(1) Complete rewriting of the section on the 
peripheral nervous system. 

(2) Modernized nomenclature and expansion of 
the autonomic nervous system descriptions. 

(3) Many new illustrations—original, redrawn 
and borrowed.from other sources. Every picture 
legend has been reset in a larger, easily read 
type-face. 

(4) New surface anatomy chapter now in the 
front of the book where beginning students will 
make greater use of it. 


Order from your bookstore 


or from 
THE MACMILLAN COMPANY OF CANADA LIMITED 
70 Bond Street ° Toronto 2, Ontario 


The Ropal College of Physicians 
and Surgeons of Canada 


ANNOUNCEMENT OF EXAMINATIONS 





Examinations are held for the Fellowship in 
Medicine and the Fellowship in Surgery, and for 
the Certificate in the approved medical and surgical 
specialties. 


The lists for the 1954 Examinations are now 
closed, but applications for the 1955 Examinations 
will be received until April 30, 1955. 


Regulations and Requirements of Graduate Train- 
ing relating to the Examinations, as revised May 
1951, application forms, lists of approved hospitals 
in Canada, and assessment of training application 
forms, may be obtained from: 


The Honorary Secretary 
The Royal College of Physicians and Surgeons of Canada 
150 Metcalfe Street, Ottawa 4, Canada. 









JOURNAL OF 
Canadian Medical Association 


Editorial offices — 3640 University St., Montreal 2 
General Secretary’s office — 244 St. George St., Toronto 5 


Subscription rates: The Journal is supplied only to 
paid up members of the Canadian Medical Association 
with the following exceptions: for medical libraries, 
hospitals and doctors residing outside of Canada, the 
annual subscription is $10.00; for medical students 
residing in Canada there is a special rate of $2.50 per 
annum. All subscriptions and related correspondence 
should be addressed to the General Secretary’s office 
at 244 St. George Street, Toronto 5, Ontario. 

Contributors: Articles are accepted on condition that 
they are contributed solely to this Journal. Material 
contributed to this Journal is covered by copyright, 
and permission must be obtained for its reproduction 
either in part or in whole. . 
Manuscripts must be typewritten, double spaced, and 
the original copy. 

Papers should be kept below 4,000 words wherever 
possible. Whilst not necessarily a cause for rejection, 
excessive length of an article is undesirable. 
References: in the case of a journal arrange as follows: 
author (JongEs, A. B.), title, journal, volume, page, year. 
In the case of a book: WILSON, A., Practice of Medicine, 
Macmillan, London, Ist ed., p. 120, 1922. 

Illustrations: A limited number will be accepted. 
Photographs should be clear: drawings should be in 
india ink on white paper. All unmounted. Legends 
to be typed separately. 

Reprints: May be ordered upon forms sent with galley 
proofs. 


News: ‘The Editor will be glad to consider any items 
of news that may be sent in by readers. 


UNIVERSITY 
HOSPITAL 


Saskatoon, Sask. 


Resident Staff 
Requirements 


This newly constructed hospital is opening on January Ist, 1955, 
when the first one hundred beds will be available. Thereafter, further 
groups of beds will be opened until the full five hundred and fifty 
beds are in operation. 


The services will cover all departments of medical practice; 
namely, Medicine, Surgery, Obstetrics, Gynecology, Pathology, 
Psychiatry and Rehabilitation Medicine. Included in the depart- 
ments will be Pediatrics, Neurology, Neurosurgery, Orthopedics, 
Urology, Otolaryngology, Ophthalmology, Radiology and Radio- 
therapy. 

Full Resident Staff wil! be required as from July Ist., 1955, but 
it is hoped that some of those who wish to be considered for Senior 
Internships and Assistant Residencies would be willing to commence 
duties as from January Ist., 1955, with the object of helping to 
organize the new departments. 

The first year will be a rotating internship with active responsi- 
bilities in patient care. Thereafter, it is the intention of the clinical 
staff of the hospital to provide a complete residency training program 
in the major specialties. For those who wish to pursue a general 
practice, a two year training program will be provided. 


Salary (including full maintenance) 
(1) Junior Interne $75.00 per month 
(2) Senior Interne (2nd Year) $150.00 per month 

(3) Assistant Residents, Scale 
according to experience.—$175.00 - $225.00 per 
month 

(4) Residents, Scale according 
to experience. $300.00 - $350.00 per month 


Applications should be submitted to 


The Medical Director, 
University Hospital 
Saskatoon, Saskatchewan 


as soon as possible. Applicants should include a curriculum vitae. 
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CLASSIFIED ADVERTISEMENTS 


Send copy to Canadian Medical Association, 3640 
University Street, Montreal, not later than the fifteenth 
of the month previous to issue. 

Rates: $3.00 for each insertion of 40 words or less, 
additional words 5c each. 

If a box number is requested, there will be an 
additional charge of 50c on the first advertisement 
to cover postage and handling charges. 











proved by the American College, of Surgegns and American 
Medical Association for Internship and Residency training. Only 
graduates from approved university schools accepted. Two intern- 
ships available for the term commencing January 1, 1955. Stipend 
is $200.00 per month plus complete maintenance. 





NOTICE.—FELLOWSHIP IN CLINICAL INVESTIGATION. 
Applications are invited before December 1, 1954, for the Fellow- 
ship in Clinical Investigation. Tenure 12 months from July 1, 
1955. Value $3,000. No board or residence. Applicants should 
have at least two years’ postgraduate training or internship. 
Preference given to those having training in pathology or clinical 
sciences. Address: Secretary, Medical Board, Vancouver 
General Hospital, Vancouver 9, B.C. 


FOR SALE.—Growing general practice in attractive location 
in Okanagan Valley. Office and home combined. House has three 
bedrooms, two bathrooms, oil heating, fireplace, hardwood floor- 
ing. Many small industries. Terms to suit or outright. Write 
Box 135, Canadian Medical Association Journal, 3640 University 
Street, Montreal, Que. 





FOR SALE.—Ophthalmological practice in West. Established 
20 years. Excellent opportunity for good immediate income. Pay 
as you earn, Reply to Box 136, Canadian Medical Association 
Journal, 3640 University Street, Montreal, Que. 





FOR SALE.—General practice, house and seven room clinic 
(new), both oil heat and water etc., in Manitoba agricultural 
town of 800; 10-bed hospital in town. Apply Box 141, Canadian 
= Association Journal, 3640 University Street, Montreal, 

ue, 





FOR SALE.—Rural practice, Saskatchewan. Fifteen bed 
hospital, community of 2,000, town of 600. Will sell for cost of 
office equipment. Owner specializing after two years’ practice. 
— available, office downtown. Write Dr. B. C. Gay, Eatonia, 

ask. 





FOR SALE.—General practice in growing Alberta town draw- 
ing from farming district and nearby lumbering industry. A 25- 
bed modern hospital serves this community, 6-room_ well- 
equipped officce. Annual income $25,000. Owner, who wishes to 
specialize, will help buyer establish. Terms can be arranged. 
Apply to Box 774, Canadian Medical Association Journal, 3640 
University Street, Montreal, Que. 





FOR SALE.—Well established general practice. Mainly 
English speaking. Fifty miles from Montreal. Modern oil heated 
home and office combined; three bedrooms, den, and finished 
basement. Owner wishes to specialize. New well equipped open 
hospital. Write Box 975, Canadian Medical Association Journal, 
3640 University Street, Montreal, Que. 


FOR SALE.—General practice in Victoria, B.C. Excellent 
opportunity for physician desiring to settle on the West Coast. 
Write to Box 997, Canadian Medical Association Journal, 3640 
University Street, Montreal, Que. 


FOR SALE.—GENERAL PRACTICE in Hamilton, Ont. Brick 
home with office attached, Practice established over thirty 
years; owner giving up practice because of health. Apply Box 
1006, Canadian Medical Association Journal, 3640 University 
Street, Montreal, Que. 





FOR SALE.—Long established general medical practice, 
central office, in Hamilton, Ontario. Home building not included. 
Apply Box 126, Canadian Medical Association Journal, 3640 Uni- 
versity Street, Montreal, Que. 





income approximately $17,000 per year. Buyer gets a $30,000 

home and $3,000 worth of medical equipment for $20,000 being 

$10,000 cash and halance mortgage. Reply to Box 128, Canadian 

a Association Journal, 3640 University Street, Montreal, 
ue. 





FOR SALE.—Rapidly expanding, suburban, general practice 
in Manitoba city. Excellent location. Wonderful opportunity for 
an ambitious doctor. Apply to Box 134, Canadian Medical As- 
sociation Journal, 3640 University. Street;. Montreal, Que. 





Continued on page 36 ; 
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Only a long tradition of breeding and cross- 
breeding for beauty, size, and color can 
produce a flower aristocrat. 


Only audivox in the hearing aid field can trace an an- 
cestry that includes both Western Electric and Bell Tele- 
phone Laboratories. audivox lineage springs from 
the pioneer experiments of Dr. Alexander Graham Bell, 
which were furthered by the development of the hearing 
aid at Bell Telephone Laboratories, and in turn, brought 
to fruition by Western Electric and audivox engineers. 


Distinctly an aristocrat in its field, audivox , successor 
to Western Electric Hearing Aid Division, brings the boon 
of better hearing, and its enrichment of living, to thou- 
sands. With the magical modern transistor, with scientific 
hearing measurement and scientific instrument-fitting, 
serviced by a nationwide network of professionally- 
skilled dealers, audivox moves forward today in a 
proud tradition. 


TO THE DOCTOR: If you use or need an audiometer 
there is in every major city from: coast to coast 
a career Audivox dealer, chosen for his integrity 
and ability, who will be glad to show you why 
an Audivox audiometer will serve you best. 


audivox 


Pe RRA RRR OTA 
Successer to Wesfern EJOciric Hearing Aid Division 


123 Worcester St., Boston, Mass. 


Distributed in Canada by Audivox of Canada 
Suite 605, Vancouver Block, Vancouver, &.C. 


the aristocrat of audiometers 
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Vhinty Years Ho... 


From the Journal of October 1924 








Nova Scotia NEws 


“The two-weeks’ course of postgraduate instruction given 
under the auspices of the Dalhousie Faculty of Medicine was 
completed September 13th and was most successful in every 
particular. The attendance was much larger than in previous 
years, more than eighty physicians from outside the city, in- 
cluding Doctors Archibald and Hicks trom British Columbia, 
being registered. Halifax physicians and hospitals internes 
swelled the attendance at several of the lectures to nearly 150. 
Naturally Nova Scotia contributed the largest number of at- 
tendants, but the other maritime provinces and Newtoundland 
were well represented. 


The effort was made to make the course thoroughly practi- 
cal for the general practitioner, and in this the Committee 
succeeded admirably. The assistance given to the Dalhousie 
faculty by Sir Henry Gray and Doctors Chipman and Rhea, of 
Montreal; Dr. Rudolf, ot Toronto; Dr. Luther MacKenzie of 
New York, and Dr. A. F. Miller, of Kentville, was greatly ap- 
preciated, and contributed materially to the success of the 
course. The fact that these men journeyed to Halifax at their 
own expense, in order that the course might be given free, 
is a matter deserving the warmest commendation. Twenty-seven 
members of the Dalhousie faculty took part in the teaching. 
The mornings were given over to clinics at the hospitals, while 


the formal lectures were given in the afternoons. In addition tq 


giving three lectures each, Sir Henry Gray and Dr. Chipman 
conducted operative clinics at the Victoria General Hospital. On 
the concluding day, Doctors Archibald, of Kamloops, B.C. and 
Mackinnon, of Antigonish, congratulated the Committee, which, 
under the chairmanship of Dr. H. K. MacDonald, has arranged 
the course, and expressed the appreciation of the excellence of 
the contributions made by the visiting lecturers. A very general 
wish was expressed that the course be put on a permanent 
basis.” 
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“Dr. Boris Babkin, formerly of the Department of Physi- 
ology ot tne University of Odessa and a pupil ot Pawlow’s, and 
tor some years past engaged at research work in England, has 
been appointed Professor of Physiology at Dalhousie University 
and has taken duty there.” 


QuEBEC NEws 


“A new course will be given in the third year of medicine 
at McGill University by Dr. J. W. Bridges, recently appointed 
professor of psychology and psychiatrics. He will lecture upon 
the psychological principles underlying psychotherapy, mental 
hygiene and the psychology of insanity. A new step is the 
appointment of Dr. Jonathan C. Meakins as director of the 
department of medicine, on a full-time basis. This position 
corresponds to that of Dr. E. W. Archibald, Director of the 
Department of Surgery. Both these directors will have full 
charge of the teaching in the university and hospitals in their 
respective subjects.” 

“Dr. A. Grant Fleming assistant city officer of Public Health 
in. Toronto, has resigned to take an important position in 
Montreal. Dr. Fleming has been in that city’s employ for 16 
years; originally he was given charge of the civic laboratories 
and more recently charge of the seatita! services including that 
of the inspection of schools in which services he attained a 
high reputation for efficiency. In Montreal, Dr. Fleming will 
work under the Anti-tuberculosis Association in disease pre- 
vention work. Lord Atholstan, who is a member of the Associa- 
tion, contributed $100,000 to the work. 

Premier Taschereau speaking at the official openin 
Congress of Physicians speaking the French language declared 
that the Government of Quebec is prepared to extend generous 
aid to all medical undertakings deemed necessary for the public 
welfare. During the course of the last three years, he stated, 
$3,000,000 had been granted to hospitals, and $100,000 had 
been donated to the University of Montreal to create a radium 
institute. In addition to this $500,000 had been given to combat 
tuberculosis by increasing the number of dispensaries in the 
province, and to further the efforts of physicians generally in 
improving health conditions in the province of Quebec.” 


of the 
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“Soca-cOLa” AND “COKE” ARE REGISTERED TRADE-MARKS: 
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Cubans know . 
you can trust its quality 


From Havana to Santiago—and in between or on 
beyond—you’ll find Coca-Cola an especial favorite 
of our Latin cousins in the Caribbean. And with 
good reason. You see, the Queen of the Antilles 
supplies great quantities of the goodness that goes 
into every bottle of Coke. Cubans know they can 
trust the quality of Coca-Cola. And so, of course, 
can you, 


COCA-COLA LTD. 
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NEWS AND NOTES 
(Continued from page 412) 


FLUORIDATION IN ENGLAND 


The Minister of Health in England has invited five 
areas (four urban and one rural)’ in the U.K., chosen 
as suitable for pilot studies on fluoridation, to carry out 
such studies. Four of the five (Anglesey, Darlington, Kil- 
marnock and Watford) have accepted the invitation. The 
studies they undertake, backed up by government 
technical and financial assistance, are intended to serve 
as a prelude to widespread fluoridation of British water 
supplies as an aid to the reduction of dental caries. 


SERVING THE NEEDS OF THE AGING 


The first Northwest Institute on Serving the Needs 
of our Aging Population will be held at the University 
of Washington on November 11, 12 and 13, 1954. Two 
nationally known speakers who will address the institute 
and be available as consultants are: Dr. Wilma Donahue, 
Director, Division of Gerontology, University of 
Michigan, and Mr. Clark Tibbitts, Chairman, Committee 
on Aging and Geriatrics, U.S. Department of Health, 
Education and Welfare. Others who are experts in the 
fields of physical and mental health, employment and 
economic support, housing and living arrangements, 
education, recreation and leisure time activities, rehabili- 
tation and home services, will lecture, participate as 
panel members and lead informal discussions. Further 
information is obtainable from the Office of Short Courses 
and Conferences, University of Washington, Seattle 5, 
Washington, U.S.A. 


PRIZE AWARD FOR ESSAY ON 
THYROID PROBLEMS 


The American Goiter Association again offers the Van 
Meter Prize Award of three hundred dollars and two 
honourable mentions for the best essays submitted con- 
cerning original work on problems related to the thyroid 
gland. The award will be made at the annual meeting 
of the Association which will be held in Oklahoma City, 
Oklahoma, on April 28, 29 and 30, 1955, providing 
essays of sufficient merit are presented in competition. 
The competing essays may cover either clinical or re- 
search investigations; should not exceed three thousand 
words in length; must be presented in English, and a 
typewritten double space copy in duplicate sent to the 
Secretary, John C. McClintock, M.D., 149% Washington 
Avenue, Albany, New York, not later than January 15, 
1955. 


PULMONARY FIBROSIS IN SOFT 
COAL MINERS 


An annotated bibliography on a form of respiratory 
disability among soft coal miners that has been gaining 
in medical significance in recent years has just been 
released by the U.S. Public Health Service. This disease 
has been the subject of long-range comprehensive studies 
in Great Britain and is now claiming increasing attention 
in the USA. The disability, which is associated with 
yreneee inhalation of excessive amounts of coal dust, 

as not yet been defined as a separate clinical entity. It 
appears to be manifested by focal emphysema and bron- 
chiolitis, with resulting poor pulmonary function,. and 
may or may not show evidence of roentgenological 
changes in the chest. It is believed to be irreversible and 
progressive. Although the disease has not been proved 
to be a pneumoconiosis, some authorities prefer to desig- 
nate it as coal miner’s pneumoconiosis, while others use 
the general term of chest disability among soft coal 
miners. As an aid to investigators and others concerned, 
this bibliography brings together information which will 
he helpful in efforts toward an elucidation of the prob- 
em. 





the original aqueous 
multivitamin drops 


VI-SYNERAL 
_ VITAMIN DROPS 


that tops them all because it is 


® better because it provides anti-cen- 
vulsant vitamin Bé¢ (pyridoxine), plus 
other B complex factors and C 


® better because of natural vitamin D, 


for Superior anti-rachitic protection 


® better because of natural vitamin A, 
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* better because its vitamins Aand D 
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assured absorption and utilization 
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you might as well give the best. 
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Copies of Public Health Service Publication No. 352, 
“Pulmonary Fibrosis in Soft Coal Miners” may be pro- 
cured from the Superintendent of Documents, Govern- 
ment Printing Office, Washington 25, D.C., for twenty- 
five cents each. 


We learn that the American Heart Association has 
decided to reprint Maude Abbott’s “Atlas of Congenital 
Cardiac Diseases.” This unique volume has long been 
out of print and apparently there has been enough 
demand for it to warrant its republication. 


It is hoped that it will be ready in time for the World 
Congress of Cardiology, which is being held in Washing- 
ton, D.C., September 12-17, 1954. Inquiries regarding 
the book itselt may be directed to the American Heart 
Assoc’n., Inc., 44 East 23rd St., New York 10. 


The American College of Chest Physicians registered 
1,150 physicians and guests at its 20th Annual Meeting 
held in San Francisco, California, June 17 to 20, 1954. 
This was the largest registration of any of the College 
meetings held on the west coast. 


The 2lst Annual Meeting of the College will be held 
in Atlantic City, New Jersey, June 2 to 5, 1955. Dr. 
W. Elliott Harrison of Vancouver is Governor of the 
College for British Columbia, Dr. J. J. Quinlan of Kent- 
ville, N.S. is Governor for the Eastern Provinces, Dr. 
Hugo T. Ewart of Hamilton is Governor for Ontario, Dr. 
B. Guy Begin of Montreal is Governor ‘for Quebec, and 
Dr. Leslie Mullen of Calgary, Alberta is Governor of 
the Western Provinces. Dr. Harold I. Kinsey of Toronto 
is Regent for all of Canada. 


RURAL HEALTH 


The Chronicle of the World Health Organization for 
July-August! summarizes the technical discussions on 
rural health, held at the Seventh World Health Assembly 
in May 1954. Discussion groups dealt with three aspects 
of the subject; public-health units in rural areas, rural 
sanitation and zoonoses. The discussion on public-health 
units overlapped of course with the work of the WHO 
Expert Committee on Public-Health Administration? 
which in September 1953 considered the main problems 
in planning and organization of rural health units, and 
accepted the view that the primary objective of a local 
health unit should be preventive. After considerable dis- 
cussion, the majority view at the technical discussions 
was that preventive and curative services should be 
integrated, with the caution that preventive work should 
not be swamped by medical care. (It must be remem- 
bered that in many areas of the world, private rural 
medical care is practically non-existent, so that to talk 
of a purely preventive service would be useless. ) 

Many details of organization and operation of rural 
health units were considered, including techniques for 
inducing private practitioners to settle in rural areas. 
(One nathed suggested was the undesirable one of en- 
forcing service in rural areas for new practitioners. ) 

“It was pointed out in this connection that doctors 
should be prepared ‘socially’ as well as technically, in 
their undergraduate nineal education, to take up their 
responsibilities in a modern society. To this effect, the 
public-health course in the Medical School of the Uni- 
versity of New Zealand had been reorganized to include 
3 to 4 months’ internship training in a rural health 
centre... .” 


1. Chron. World Health Organ., 8: 226, 1954. 
2. World Health Organ, Techn. Rep. Ser., 83: 1954. 
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PUBLIC HEALTH IN SASKATCHEWAN 


The Annual Report of the Department of Public 
Health for Saskatchewan, covering the fiscal year April 
1952 to March 1958, contains some interesting items of 
news. The Regional Health Services system for develop- 
ment of full-time preventive health services on a 
regional basis covered 46% of the provincial population 
at the end of the period heated. Municipal medical 
care programmes appeared to have undergone a regres- 
sion, with a switchover in some municipalities to volun- 
tary payment plans. Dental services had run into opera- 
tlonil: difficulties, but one city and one town had adopted 
fluoridation of their water supplies, and dental hygienists 
were being recruited for topical fluoride application. The 
poliomyelitis epidemic of 1952 hit the proposed ex- 
pansion of the Physical Restoration Services, which were 
still confined to rehabilitation of patients with cerebral 
palsy or sequelze of poliomyelitis. The accounts of the 
Psychiatric Services Branch and of the Medical and Hos- 
pital Services Branch also contain much significant 
material. 


RABIES 


A recent issue of the Bulletin of the World Health 
Organization® is devoted to a valuable symposium: on 
rabies, in which virus research, control of rabies in 
animals in several continents, and prevention of human 
rabies are discussed. In a contribution from the Animal 
Diseases Research Institute, Hull, Que., Dr. P. J. G. 
Plummer gives a very lucid account of the present state 
of affairs in Canada. The situation in the last few years 
has been totally unlike that during former rabies out- 
breaks, since the present enzootic involves the less 
settled parts of the country and is mainly confined to 
wildlife. Not only the North West Territories but also 
British Columbia, Alberta, Saskatchewan, Manitoba and 
even Quebec are affected, the chief villain of the piece 
being the fox. Rabies virus has also been found in the 
wolf, coyote, moose, rabbit, bear, beaver, lynx and 
caribou. An interesting feature of the enzootic is the short 
incubation period (4 to 5 days); another is the changed 
disposition of affected animals. Rabid foxes and wolves 
walk boldly into settlements and may even join dog- 
teams. Coyotes and rabbits will attack man or domestic 
animals. Control measures aimed at reducing the wildlife 
population, controlling movements of dogs, and vac- 
cinating dogs and cats in affected areas, appear to have 
brought about a very definite decline in the incidence of 
infection. 


*Bull. World Health Organ., 10: 1954, 


VOLUNTARY MEDICAL CARE 
INSURANCE 


The Research Division of the Department of National 
Health and Welfare has produced a valuable analysis of 
the operations of 14 Canadian non-profit voluntary 
agencies providing medical care on prepayment. The 
analysis, entitled Voluntary Medical Care Insurance, con- 
tains material deserving of careful study within the 
medical profession and elsewhere. It shows how non- 
profit medical insurance, mostly sponsored by the medical 
profession, has grown at an astonishing rate from a 
membership of 13,000 in 1939 to 2 million in 1953. It 
is now estimated that 17 to 19% of the incomes of 
physicians in Canada comes from some form of pre- 
payment insurance scheme. The tendency for doctor- 
sponsored plans in Eastern Canada to offer a diversity 
of coverage to members is also noted. 

Acknowledgment is made of the leadership given by 
organized medicine in fostering the extension of com- 
prehensive schemes. Those who like to depict organized 
medicine as a tyrannical bugaboo should read about and 
note the immense efforts which have obviously been 
made by the organized profession at all levels from the 


(Continued on page 76 of the advertising section) 
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NEWS AND NOTES 
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national to the local to arrange some protection for the 
public against the cost of sickness. These efforts cul- 
minated in the formation ufder C.M.A. sponsorship of 
Trans Canada Medical Plans as a national coordinating 
agency, whose activities have already gone quite a way 
towards solving the problem of continuity of cover for the 
not inconsiderable proportion of the population which 
moves from province to province during its working life. 

The analysis shows that indemnification plans, i.e., 
those in which the patient is reimbursed for expenditure 
on medical care, now cover 1,140,000 Canadians, and 
service plans, in which the insurer makes direct payment 
to the doctor, cover 1,210,000. At the end of 1953, no 
less than 7.5% of the population was covered by com- 
prehensive contracts, a 8.5% by limited contracts. This 
position compares very favourably with that in the 
United States where only 2.4% have comprehensive 
coverage. 

The great majority of persons are insured on group 
contracts, for which no health examination is usually re- 
quired on entry, and in which there is no income bar. It 
is shown that, in a limited group analysed, members re- 
ceived from 2.9 to 4.2 services per head in 1951; this is 
less than Stephen Taylor’s estimate of 5-5.5 services per 
head of population in Great Britain. As might be ex- 
pected, the analysis shows that it is not the high-cost 
major surgical operations which present a problem in 
running medical insurance plans but the constantly- 
recurring minor items of expenditure. 

The most important task awaiting us is the extension 
of medical insurance to more and more groups in the 
community, with emphasis on the self-employed and 
the low-income group. It is not the purpose of the present 
compilation to suggest methods of achieving this aim, 
though the compilers are well aware of the difficulty of 
covering a whole population while retaining premiums 
at a low enough level to suit the pocket of the less well 
off. They see division of the cost of premiums between 
employers and employees as an important development, 
and “perhaps one of the most encouraging methods of 
obtaining flexibility in financing voluntary medical care 
insurance in Canada.” 


INDUSTRIAL HYGIENE CONFERENCE 


The Conference Transactions of the 18th Annual Meet- 
ing of the Industrial Hygiene Foundation of America, 
held at Pittsburgh in Nov. 1953, have now been pub- 
lished and are obtainable from Industrial Hygiene 
Foundation of America, Mellon Institute, 4400 Fifth 
Avenue, Pittsburgh 13, Pa. The price is $3. The contents 
are divided into a medical, a legal, a medico-legal, an 
engineering, and a_ chemical-toxological conference. 
Some of the papers are too brief to be of much assist- 
ance, but the extensive material on workmen’s compensa- 
tion is well worth reading. 


BRONCHO-CESOPHAGOLOGY 


The next Broncho-cesophagology Course to be given 
by the University of Illinois College of Medicine is 
scheduled for the period November 8-20, 1954. The 
course is under the direction of Dr. Paul H. Hollinger. 

Interested registrants are asked to write directly to the 
Department of Otolaryngology, University of [Illinois 
a of Medicine, 1853 West Polk Street, Chicago 12, 
Illinois. 


ANNOUNCEMENT OF AWARDS IN 
RADIOLOGICAL RESEARCH OF THE 
JAMES PICKER FOUNDATION 


On behalf of the James Picker Foundation, the 
National Academy of Sciences-National Research Council 
announces the continued availability of funds in support 
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of radiological research. Applications are reviewed by 
the Committee on Radiology of the Academy-Council’s 
Division of Medical Sciences. Final determination of 
awards is made by the Foundation upon recommenda- 
tion of the Committee. The Foundation has expressed 
particular interest in the support of studies oriented to- 
ward the diagnostic aspects of radiology. Awards are 
not restricted to citizens of the United States. Further 
details and application blanks may be obtained from the 
Division of Medical Sciences, National Academy of 
Sciences-National Research Council, 2101 Constitution 
Avenue, N.W., Washington 25, D.C. 


DR. A. L. SWANSON APPOINTED TO 
UNIVERSITY OF SASKATCHEWAN 
HOSPITAL 


It is with sincere regret that the Board of Directors 
of the Canadian Hospital Association has accepted the 
resignation of Dr. A. L. Swanson as executive director 
and editor. Dr. Swanson assumes the position of ad- 
ministrator at the new 550-bed University of Saskatche- 
wan Hospital in Saskatoon, as of October 1. 


After graduating from the University of British 
Columbia, with the degree of Bachelor of Arts, in 1940, 
Dr. Swanson attended McGill University medical school 
and interned at the Montreal General Hospital. He 
joined the staff of the British Columbia Mental Health 
Service in 1946, after two years’ service with the Royal 
Canadian Army Medical Corps. In 1948, he enrolled in 
the course in hospital administration given at North- 
western University in Chicago, where he attained the 
degree of Master of Hospital Administration. Dr. Swanson 
returned to B.C. where he served as Deputy Medical 
Superintendent of the B.C. Mental Health Services for 
three years prior to his appointment to the Canadian 
Hospital Association. He is a personal member of the 
American Hospital Association and a member of the 
American College of Hospital Administrators. 


MENTAL HEALTH STATISTICS 


The 22nd annual report on Mental Health Statistics in 
Canada,* covers the year 1953. It shows that at the end 
of that year Canadian mental hospitals, with a rated 
capacity of 51,320 had 60,565 patients in residence. Al- 
though bed capacity has increased each year, the patient 
load has increased faster; indeed the admission rate in 
1953 was 7% higher than in 1952 and 50% above the 
1947 rate. The discharge rate, however, nearly parallels 
the admission rate. As regards the patients, native-born 
Canadians were less likely to need admission than those 
born abroad, but the admission rate tended to be lower 
among recent immigrants, which suggests that some 
selection is now operating among the latter. Those 
persons first admitted in 1953 were not, typically, less 
educated than the general population. The eaaalaie of 
voluntary admissions increased sharply in 1953. Diag- 
nostic groups among those admitted show few changes, 
but it is noteworthy that alcoholism without psychosis 
rose from tenth place with 269 first admissions in 1950 
to fifth place with 822. More patients than in any 
previous year were discharged from mental hospitals, 
and in general these represented the shorter-stay pa- 
tients. 

In all but one province, the mental institutions pro- 
vided some form of medical education; over half the 
psychiatric nurses graduated were from British Columbia. 


*Mental Health Statistics, 1953. Dominion Bureau of Sta- 
tistics, Ottawa. Price 75 cents. 
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NEWS AND NOTES 


(Continued from page 76 of the advertising section) 
NURSING SHORTAGE 


In an article in the Alberta Medical Bulletin, Dr. L. O. 
Bradley of Calgary tries to stimulate the medical pro- 
fession to take responsibility for devising measures for 
combating the present shortage of nurses and nursing 
aides in Canada. He points out that there is a shortage 
of at least 8,000 registered nurses in the country, and 
that more rapid turnover of cases, increase in total hos- 
pital beds and in the intricacy of medical care, and 
shortening of working hours are constantly widening the 
gap. The medical profession must play its part: (1) in 
training more nurses—by encouraging entry to the pro- 
fession and advising on curriculum improvements;, (2) 
by promoting more rational utilization of nurses; (3) by 
adopting the considerate approach that tends to keep 
morale high and prevent wastage of nursing staff. 

In the United Kingdom a Committee set up in 1951 
by the Minister of Health, the Secretary of State for 
Scotland and the General Nursing Councils has just re- 
ported (The Times, Aug. 25, 1954) on another aspect of 
the nursing problem, namely the shortage of nurse 
tutors. They consider that this shortage is partly due to 
misuse of their services. The tutor, they say, should be 
an educator in the widest sense of the word instead of 
an instrument for getting the nurse through her examina- 
tions. They urge general introduction of the principle of 
“schools of nursing” embracing as a rule several hos- 
pitals. This should make for higher standards and more 
economical operation of nurse training schools. 


AMERICAN BOARD OF 
OBSTETRICS AND GYNAECOLOGY 


The next scheduled examination (Part I), written ex- 
amination and review of case histories, for all candi- 
dates will be held in various cities of the United States, 
Canada, and military centers outside the continental 
United States, on Friday, February 4, 1955. Case Ab- 
stracts numbering 20 are to be sent by the candidate to 
the Secretary as soon as possible after receiving notifica- 
tion of eligibility to the Part I written examination. 
Candidates are reminded at this time that lists of hos- 
pital admissions must accompany new applications and 
requests for reopening. 

Office of the Secretary—Robert L. Faulkner, M.D., 
2105 Adelbert Road, Cleveland 6, Ohio. 


CHEST SURGERY IN SCANDINAVIA 


A recent number of Acta Chirurgica Scandinavica 
(107: No. 5, 1954) contains a symposium on surgical 
treatment of tuberculosis, with particular reference to 
indications. Larmola of Finland makes the point that the 
patient’s future ability to work is an important con- 
sideration in contemplating an operation. Semb of Oslo 
analyses 267 cases, mostly of resection, stressing that 
pneumonectomy was mostl erformed for broncho- 
stenosis, lobectomy for resi a cavities, segmental re- 
section for tuberculoma, and decortication for pleural 
thickening and local empyema. Over the same period, 
601 thoracoplasties with extrafascial apicolysis were per- 
formed. Kjaer and Hansen discuss 2,247 operations per- 
formed since 1940 in Copenhagen. Lung resection now 
constitutes about half of the 200 annual interventions. 
Bjork of Stockholm describes a new type of thoracoplasty 
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which can be combined with resection. Vaksvik gives a 
commentary on a Norwegian series of 500 cases of lung 
resection, with particular emphasis on postoperative 
complications. Lastly, Anttinen Briefly discusses his work 
among the Lapps of Northern Finland, where a begin- 
ning was made with chest surgery in 1951. 


MULTIPLE SCLEROSIS IN 
NORTHERN IRELAND 


Drs. Allison and Millar have made a survey of dis- 
seminated sclerosis in Northern Ireland,* starting in 
October 1948. They found a _ comparatively high 
prevalence rate of 79 per 100,000 for all age groups over 
20 years (total cases 700). No evidence of a focal distri- 
bution in the country was noted. In line with findings in 
English surveys, they traced 44 families with more than 
one member affected, giving a familial incidence of 
6.58% (cf. Middlesex Hospital figures 6.5%, Bristol 
figures 6% ). This is the first time that familial and gen- 
eral population rates of multiple sclerosis have been 
ascertained in the same area at the same time, and the 
authors feel confident that there is a familial incidence 
in this disease. 


*Supplement No. 2 to the Ulster Med. J., 1954. 


THE LOWEST TUBERCULOSIS 
DEATH-RATE EVER REACHED 
IN CANADA 


The tuberculosis death rate in Canada for 1953 was 
12.3 per 100,000. This is the lowest rate ever reached 
for this disease in Canada. The total number of deaths 
was 1810. There were 398 more men than women died 
of T.B. 

The provincial rates per 100,000 for 1953 and 1952 
are listed below: 


Province 1953 1952 
a re 29.0 45.8 
Prince Edward Island ......... 12.3 23.3 
GOR AORN 5. oA oc hie oraeee 10.9 14.4 
New Bramewick ......<ssiads%> 12.9 19.0 
SD. -s dcien ha wie bw eae 19.8 26.5 
RUBIO 68d cuca ieee ae Ces 6.4 8.4 
ENE N05 beds uc Dicks en Vn 11.0 14.4 
NNN 6 iis ce reins eae 10.1 12.38 
OR: 6 His ebide bar ens ota ke 6.8 12.9 
British Columbia ............. 119 17.9 


More than 3,000,000 Canadians had chest x-rays dur- 
ing 1953 to discover whether or not they had tuber- 
culosis. Hospital admission chest x-ray examination show 
a higher rate of tuberculosis incidence than examinations 
of the general population. 

The tuberculosis death rate of 12.3 is less than a 
quarter of the rate ten years ago. Several factors con- 
tribute to the change. First perhaps is the fact that in 
almost all the provinces there are now enough sana- 
torium beds to provide for all cases discovered. Con- 
tinuous and more intensive case finding has resulted in 
earlier discovery of illness and this, coupled with prompt 
treatment, has meant higher recovery rates. New drugs 
and new surgical procedures have also contributed very 
considerably to the higher recovery rate. 

Canada has 18,500 beds for the treatment of tuber- 
culosis. 


Over 11,000 new patients were admitted to Canada’s 


sanatoria in 1953. 
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Books Received 


A Surgeon Remembers. G. Sava, 254 pp. $3.50. Faber and 
Faber Limited; British Book Service (Canada) Ltd., Toronto 6, 
Canada, 1953. 


Arthritis and Rheumatism. C. L. Steinberg, Director of 
Arthritis Clinic and Senior Attending Physician in Medicine, 
Rochester General Hospital, and five contributors. 326 pp. Illust. 
$10.00. Springer Publishing Company, Inc., New York, N.Y., 1954, 


Expert Committee on Malaria. Fifth Report. 
World Health Organization, Geneva, 1954. 


42 pp. $0.25. 


Anatomy of the Bronchovascular System. C. L. Birnbaum, 
Chief, Surgical Unit, Veterans Administration Regional Office, 
Portland, Oregon. 300 pp. Illust. $15.00. The Year Book Pub- 
lishers Inc., Chicago; Burns & MacEachern, Toronto 2, 1954. 


Lectures on the Scientific Basis of Medicine. Vol. II: 1952-53. 
380 pp. Illust. 35/- net. The Athlone Press, London, W.C.1. 1954. 


Twenty Five Years 1929-1954 (The Story of the Royal College 
of Obstetricians and Gynecologists). Sir W. F. Shaw, President 
1938-43 and First Hon. Secretary of the ee 192 pp. Illust. 
21/- net. J. & A, Churchill Ltd., London W.1., 1954. 


Fundamentals and Applications of Clinical Oximetry. W. G. 
Zijlstra. 150 pp. Illust. Second, revised ed. H.F!. 12.50. Van 
Gorecum & Comp. NV., Uitgevers, Assen, 1953. 


Studies in Schizophrenia. By The Tulane Department of 
Psychiatry and Neurology, Reported by Robert G. Heath, 
Chairman. 619 pp. Illust. $9.35. Harvard University Press, 
Cambridge, Mass.; S. J. Reginald Saunders & Company, Ltd., 
Toronto 1, 1954. 


The Discovery of Unicellular Life. (Excerpts from Communi- 
cations to the Royal Society of London, September 7, 1674 and 
October 9, 1676). By Antoni van Leeuwenhoek. 14 pp. Chronica 
Botanica Co., Waltham, 54, Massachusetts, 1954. 


Practical Obstetrics. B. T. Mayes, Professor of Obstetrics, 
University of Sydney, Senior Honorary Obstetrician, King George 
V Memorial Hospital for Mothers and Babies, Sydney. 500 pp. 
Tllust. 2nd Ed. 87/6d. Angus and Robertson, Sydney, 1954. 


Applied Pathology. C. G. Darlington, Professor of Pathology 
and Director of the Undergraduate Cancer Teaching Project, 
New York University College of Dentistry; and C. F. Davenport, 
Assistant Director of Nursing Service, Muhlenberg Hospital, 
Plainfield, N.J. 500 pp. ei 2nd Ed. $4.75. J. B. Lippincott 
Company, Montreal, P.Q., 


Endemic Goiter. J. B. Stanbury and others. 209 pp. Illust. 
$4.40. Harvard University Press, Cambridge, Massachusetts; 
S. J. Reginald Saunders and Company Limited, Toronto 1, 1954. 


The Canada Year Book 1954, The Official Statistical Annual 
of the Resources, History, Institutions, and Social and Economic 
Conditions of Canada. 1324 pp. Published by Authoritty of The 
Right Honourable C. D. Howe, Minister of Trade and Com- 
merce. $3.00. Queen’s Printer and Controller of Stationery, 
Ottawa, 1954. 


The Meaning of Social Medicine. I. Galdston, Secretary, 
Medical Information Bureau, The New York Academy of Medi- 
cine. 137 pp. $3.60. Harvard University Press, Cambridge, Mass., 
S. J. Reginald Saunders & Company Limited, Toronto 1, 1954. 


Cytoarchitecture of the Human Brain Stem. J, Olszewski, 
Assistant Professor of Neuroanatomy, Department of Neur- 
ology and Neurosurgery, McGill University, and Associate 
Neuroanatomist, Montreal Neurological Institute, and D. 
Baxter, Research Fellow, Montreal Neurological Institute. 199 
pp. Illust. $16.00. J. B. Lippincott Company, Montreal, 1954. 


The Surgery Of Pulmonary Tuberculosis. J. H. Forsee, 
Colonel, M.C., U.S. Army; Chief, Surgical Services, Fitzsimons 
Army Hospital, Denver, Colorado. 208 pp, Illust. $6.50. Lea & 
Febiger, Philadelphia; The Macmillan Company of Canada 
Limited, Toronto, 1954. 


Hormones in Health and Disease. Edited by R. L. Craig. 
346 pp. Illust. $6.00. The Macmillan Company, New York; The 
Macmillan Company of Canada Limited, Toronto, 1954. 


Gandular Physiology and Therapy. Prepared Under the 
Auspices of the Council on Pharmacy and Chemistry of the 
American Medical Association. 611 pp. Dllust. 5th Ed. $10.00. 
J, B. Lippincott Company, Montreal, 1954. 


The Work of Sir RObert McCarrison. Edited by H. M. Sinclair. 
327 pp. $6.00. Faber and Faber Limited, London; British Book 
Service (Canada) Ltd., Toronto 6, 1954. 


Ne Memorial. A. Babington. 233 pp. $3.00. William Heinemann 
Ltd., London; British Book Service (Canada) Ltd., Toronto 6, 
1954. 
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Methodology of Planning an Integrated Heaith Programme 


for Rural Areas. Second Report, 46 pp. $0.25. World. Health 
Organization, Geneva, June, 1954. 

Biology of Bile Pigments. T. K. With, Specialist of Internal 
Medicine and Clinical Chemistry, Rigshospitalet, Copenhagen, 
Denmark. 523 pp. Illust. da.kr. 50. Arne Frost-Hansen, Coen- 
hagen, 1954. 


Assay and Detection of Pyrogens. Report of a Symposium 
arranged by the Pharmaceutical Society of Great Britain and the 
Biological Methods Group of the Society for Analytical Chem- 
istry and held on December 11, 1953, at University College, 
are 43 pp. Illust, 3/6d. Thé Pharmaceutical Press, London, 


Introduction to Psychiatric Occupational Therapy. G. S. 
Fidler, and J. Fidler Jr. 200 pp. $4.00. The Macmillan 
Company, New York; The Macmillan Company of Canada 
Limited, Toronto 2, 1954. 


Human Physiology. W. B. Youmans, Professor of Physiology, 
University of Wisconsin, 481 pp, Illust. $6.00. The Macmillan 
Company, New York; The Macmillan Company of Canada 
Limited, Toronto 2, 1954. 


Coronary Heart Disease in Young Adults. M. M. Gertler, and 
P. D. White, and Others. 218 pp. Illust. $5.50. Harvard Uni- 
versity Press, Cambridge, Mass.; S. J. Reginald Saunders and 
Company Ltd., Toronto 1, 1954 


Manual of Proctology. E. Granet, Lecturer, Graduate School 
Columbia University; Visiting Surgeon (Proctology), Sea View 
Hospital, and Associate Surgeon (Proctology) French Hospital, 
New York; Commander (MC) USNR 346 pp. Illust. $7.50. The 
Year Book Publishers. Inc., Chicago; Burns & MacEachern, 
Toronto 2, 1954. 


Grenz Ray Therapy. G. Bucky, Clinical Professor of Dermat- 
ology Emeritus, New York University, and F. C. Combes, Pro- 
fessor of Dermatology and Syphilology, New York University 
Postgraduate Medical School. 204 pp. Illust. $9.00. Springer 
cua ee me Ine., New York; Burns & MacEachern, 

oronto 2, 


Advances in Internal Medicine, Edited by W. Dock, Long 
Island College of Medicine Brooklyn, and I. Snapper, Beth-El 
Hospital, Brooklyn. 375 pp. Illust. Vol. VI. $10.00. The Year 
Book Publishers, Inc.; Burns & MacEachern, Toronto 2, 1954. 


The Painfui Phantom. L. C. Kolb, Section of Psychiatry, 
Mayo Clinic, Rochester, Minnesota. 50 pp. $1.75. Charles C. 
Thomas, Springfield, Illinois, U.S.A.; The Ryerson Press, 


Toronto, 1954. 


First International Conference of National Committees on 
Vital and Health Statistics. Report. 27 pp. $0.25. World Health 
Organization, Geneva, June, 1954. 


Expert Committee on Biological Standardization. Seventh 
_— 22 pp. $0.25. World Health Organization, Geneva, June, 


Bouquet for the Doctor. D. Fisk. 240 pp. Illust. $3.25. William 
Heinemann Ltd., London & ‘Toronto; British Book Service 
(Canada) Ltd., Toronto 6, 1954. 


Expert Committee on Malaria. Fifth Report. 
World Health Organization, Geneva; 
Toronto, June, 1954. 


42 pp. $0.25. 
The Ryerson Press, 


Report of the Medical Research Council for the Year 1952- 
1953. Committee of Privy Council for Medical Research. 269 pp. 
$1.70. Her Majesty’s Stationery Office, London, 1954. 


Physical Therapy after Amputation. M. Bryce. 93 pp. Illust. 
$1.50. The University of Wisconsin Press, Madison, Wisconsin; 
Burns & MacEachern, Toronto, 1954. 


Medical Terms. F. Roberts. 88 pp. $1.05. William Heinemann 
Medical Books Ltd., London; British Book Service (Canada) 
Ltd., Toronto 6, 1954. 


Recent Developments in Psychosomatic Medicine. Edited by 
E. D. Wittkower, Associate Professor of Psychiatry, McGill 
University, and R. A. Cleghorn, Associate Professor of Psy- 
chiatry, McGill University. 495 pp. Illust. 


Shock and Circulatory Homeostasis. Transactions of the Third 
Conference September 1953. Edited by H. D. Green, Professor 
of Physiology and Pharmacology, and Associate in Internal 
Medicine, Bowman Gray School of Medicine, Wake Forest Col- 
lege Winston- Salem, North Carolina, 230 pp. Illust. $3.50. Josiah 
Macy, Jr. Foundation, New York, N-Y., 1954. 


Metabolic interrelations. With Special Reference to Calcium. 
Transactions of the Fifth Conference January 1953. Edited by 
E. C. Reifenstein, Jr., Division of Biological and Therapeutic 
Research, Schering Corporation, Bloomfield, N.J. 386 pp. Illust. 
$5.00. The Josiah Macy, Jr. Foundation, New York, N.Y., 1954. 





Biochemical Investigations in Diagnosis and Treatment. J. D. 
N. Nabarro, Assistant Physician. Middlesex Hospital. ~ pp. 
Illust. 25/-. H. K. Lewis & Co., Ltd., London, W.C.1., 195 








